FOR SAFEST 

SPINAL ANESTHESIA 

BE SURE IT IS-^ 



^^^AINE 

Many surgeons agree that NEOcainc is the simplest and safest of all 
spinal ancslhclics, 

NEOcainc is also simplest to use; After an ordinary lumbar punc* 
turC/ you allow the spinal fluid to drop directly into the ampoule, quickly 
dissolving the crystals. Then you inject the solution slowly and keep the 
patient in the Trendelenburg position for three hours. 

With this simple technique you produce satisfactory surgical anes¬ 
thesia beginning in 5 to 10 minutes and lasting ordinarily 1 1/2 to 2 
hours, longer with larger doses. Complete muscular relaxation facilitates 
delicate operative procedures. Recovery is rapid with minimum nausea. 

Supplied in boxes of 10 ampoules of 50,80,100,120,150,200 and 
300 mg. of pure procaine hydrochloride, especially prepared for spinal 
anesthesia. 


N EOcaine 


ANGLO. FRENCH LABORATORIES. INC. 

75 VAKOC ST. NEW YORK, N.” V. 
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The Journal of the tnicrnatwnal College of Surgeons is published himonihhj hj 
the International College of Surgeons, founded tn Geneva, Smtzerland, as its of¬ 
ficial Journal 2i IS a medium of pubUcalton for repot is of reseat ch, cUmcalobscr 
vations and experimental uorh surgerg It serves also to acquaint members of 
the International College of Surgeons and all interested *» the advancement of 
surgery throughout the uorld ivitk the activities of the College 


EDITORIAL REQUIREMENTS — The Joumfll of 
the Xnternational CoUeg’e of Surgeons does not 
limit the publication of scientihc material in 
the Journal to jiembers and Fellous of the 
International College of Surgeons Original 
articles of scientihc ^alue are invited from all 
surgeons, but the> irill be accepted onlj with 
the understanding that they are contributed 
solely to the Journal of the International Col 
lege of Surgeons The Journal is pubbshed 
under the supervision of an Editorial Board 
nho resene the nght to reject anj material 
not suitable for publication The Editors ae 
cept no responsibility for the opinions ct 
pressed b> the contributors Nothing that 
appears in the Journal raaj be reprinted, 
either 11110113 or in ^art, ivithout permission, 
except for scientific reference purposes 

MAM7SCRIPTS should be typeirritten, double 
spaced, with wide margins, and one origiual 
and one carhon copj submitted It is adiis 
able that the author Keep a carbon copy as 
used manusenpts will not be letumed The 
author’s full address, nith his title and de 
grees, should appear on the manuscript The 
bibliography should follow the stjle of the 
Quarterlj Cumulative Index Jledicus of the 
Araencan Medical Association The Journal 
assumes no responsibiliti for the retinn of un 
solicited manuscripts These should be accom 
panied hy a stamped, self addressed cm elope 

lLn;sTB^TJO^s — Photographic prints should 
be clear and distinct and on glossj paper, 
preferablj mounted Erauings and charts 
should be in India ink on white paper In the 
case of roentgenograms the negatiies arc pre 
ferred for publication All photographs and 
drawings should be numbered, the top should 
be indicated and each should he accompanied 
bj a legend with a corresponding number 


Authors are expected to indicate those points 
wluch thej desire the engraier to emphasize 
These mstruetioiis should be concise and clear 

REPRINTS of articles published m the Journal 
aie available Puces inll be quoted on appli 
cation 

CORRESPONDENCE relating to the publication of 
papers, as well as bools and monographs for 
renew, programs and reports of proceedings 
of Societies, and general commumcations 
should be addressed to Dr Max Thoreh, Eth 
tor. Journal of the International College of 
Surgeons, SoO "Wesi Irving Parh Boulevard, 
Chicago, Ilhnois, USA 

WEJiDERSHip —For information about raera 
bership in the International College of Sur 
gcons and other matters pertaining thereto, 
address ^Vr BalphB Osborne, Business Sccrc 
iary, The Brahe, 1512 Spruce Street, Phila¬ 
delphia, Pennsylvania Membership fees and 
dues for the United States Chapter should be 
made pajablc to Dr Benjamin I Golden, 
Treasurer, and mailed to Mr Balpk E Os 
borne. The Drake, 1522 Spruce Street, Phtla 
delphia, Pennsylvania Members, Fellows and 
Officers of the International College of Sur- 
geons and Chapters do not paj additional 
subscnption fees for the Journal These arc 
included in the annual dues Subscription 
price in U S A and Canada, $6 00 per 3 car 
Foreign $7 00 per 3 car Single copies $I 25 
each 


SCIENTIFIC ExniDiTs—^Applications for scicn 
title exhibits for assemblies should be addres'ied 
to Dr Charles II ArnoUl, Suite SOS, 011 0 
Street, Lincoln, Picbraska 
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Lxporieneps in Total ITxstercetomy, b) Dr, Antonio 
II. Dinr, Cuba. 

A Modifieition of tlio Teclmie of I’lieumoacntricu- 
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llonto, by Dr. L’rncsto It. Do Aragon, Havana, Cnln 
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The Surgical Treatment of Nicholas FaTre Disease, 
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The Barraqiicr Operation of Phaco eresis, by Dr 
Jos6 Gomez Marquez, Honduras 
Ocular Infections of Dental Origin, by Dr Malias 
Carrasco de Micr, Mexico, D F 
The Barraquci Technique in Incipient Cataract and 
Ghucoma, by Dr Otis R VTolfo, Marshalltown, Iowa 
Argumosa's Contribution to Palpebral Facial Sur 
gery Attributed to Others, by Dr M Marquez, Ma 
dnd. Spam 

Modified Barraquer Suction Cataract Operation, by 
Dr Marrm J Blaess, Detroit, Michigan 

CUmcal Aspects of Cataract Operation, by Dr M 
Marquez, Madrid, Spam 

Indications for the Employment of Medriatica and 
Myotics in Comeal Perforations by Dr M Marquez, 
Madrid, Spam 

Epidemics in War, by Drs Contado Zuckennann 
andMiguel E Bustamentc, Memco 
Simplified Tcchnic m Dacrjocystorrhinostoinia, by 
Dr A Torres, Estrada, Mexico 
Treatment m Acute Otomastoiditis, by Dr Luis 
Martin Groms?, Mexico, D F 
Treatment of Acute Pancreatitis, by Drs Juan M 
Allende and Oscar de Goycoechca, Cordoba, Argen 
tino. 

Treatment of Dicers of the Stomach, by Dr Max 
Emborn, New York City 

Peritoneoscopy, by Dr 'William T Lee, Phila 
delphia, Pennsylvania 

Ideal Cbolecystotomy, by Dr Bunco Branco Ribeiro, 
Sao Paulo, Brazil 

Closure Of Largo Defects of Lower Lip and Qim 
with Flaps from the Immediate Neighborhood, by Dr 
Hans May, Philadelphia, Ponnsyliania 
Closure of Incised and Lacerated Skin 'Wounds by, 
Dr George I Miller, Brooklyn, New York 
Pentothal Sodium Intravenous Anesthesia, by Dr 
Fred F Rudder, Atlanta, Georgia 
Cystometrography in 1941, by Dr A I 'Walbnsky, 
Toronto, Canada 

The Treatment of Cancer of the Rectum and Rcc 
tosigmoid, by Dr Frank H Baelir, Spnngfield, Ohio 
Tumor Fornntion m the Mineral, Vegetable and 
Animal Kingdoms, by Dr William 8 Bainbndge, 
New \ork City 

Medical versus Surgical Treatment of Essential 
Hypertension, by Dr James H Hutton, Chicago, 
ULmois 


Peritonitis Special References to Eupturod Ap 
pendices and Instillation of Sulfanilamida into the 
Peritoneal Cavity, by Dr D C Enloe, Sherman, Texas 
The Place of Plication in tlie Treatment of Pen 
tonitis, by Dr Thomas B Noble, Jr, In^anapobs, 
Indiana. 

Management of Patients with Chronic Gastric 
Ulcer, by Mr Rodney Maingot, London, England 
Otrservations and Problems on Operation for Le 
sions of the Semilunar Cartilage, bv Dr Felix 'Mandl, 
Jciusalcm, Palestine 

Intracerebral Hematoma caused by Cramal Trauma, 
by Dr Maximo A Karlen, Monteiadeo, iJruguay 
Diagnosis of Incipient Cancer of the Stomach, b) 
Prof Domingo Prat, Montevideo, Uruguay 

Kxtrapenostcal Pneumothorax, by Drs Maxwell 
P White and Charles P Bailey, Philadelphia, Penn 
sylvania 

Some Observations and Deductions Based on 
Prc<ieBl Day Applications of Chemotherapy in the 
Practice of Surgery, bj Dr Benjamin I Golden 
Elkins, West Virginia 

The History and Deieloiment of Gastrostoni), bi 
Dr Max Thorek, Chicago, Illinois 
The Diagnosis and Treatment of 4.cute Pancreatic 
Disease, by Dr Felix Cnnha, San Frauusco, Cab 
forma 

Immobilization by Surgery of Osseous and Pul 
monary Tuberculosis, by Dr Fred II Albco Sew 
York City 

The Biophysiological Considerations m Treatraont 
of Fracture of the Hip, by Dr Fred H Albce New 
York City 

Surgical Technic in Cancer of the Breast bv Dr 
W S Bainbndge, New York City 

Surgerj of t) e Aged, by Dr E F Boyd, Los An 
gtles, Cabfomia 

Experience with Silk m General Surgerj, by Dr 
R \ Bvrne, Los Angelc% Cabforaia 
Surgery of the Prostate, by Dr "Vt J Carson, Mil 
wnukce, Wisconsin 

Tisticular Hormones and Their Influence on Pros 
tatic Hypertrophy, by Dr N Kook Jerusalem Pales 
tine 

Practical Considerations of Cliorioepithelioma bv 
Dr L J Ladin, New York Citj 
Backward Displacement of Thoracic and Lumbar 
Vertebrae, by Dr Ernest Lyon, Jerusalem, Palestine 
Individual Audiograms Versus 'Mass Testing as a 
Means of Detecting Hardness of Ilcariug, by Dr Sol 
Mabs, Los Angelos, California 
Pseudo Tumors in tho Synosial Membrane of the 
Kneo Joint, by Dr H Milwidsky, Jerusalem Pales 
tine 

Malignant Melanoma, by Dr I nnk E Bad r, 
Springfield, Massachusetts 
Gastnc Surgery, bj Dr Octal lo Aveiulano Mexi 
CO, D F 

A New Tcchnic of Thoracoph»tj 'Via the Vnllary 
Route, by Dr Mano Vergara Soto, Mexico, D I 
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ENJOY A FLORIDA VACATION THIS YEAR 

Tnko n Two-Wcck Lnnd Cruise, Incltidinc Transpor¬ 
tation and Hotel Itoom Accommodations, via Stream¬ 
lined Train to nivicra Hotel and Return for onlj- Sj.'.OO 

FLORIDA'S NEWEST. FINEST, and LARGEST 
ALL-YEAR HOTEL. 



• • . ... . . 

THE RIVIERA HOTEL BAR AND GRILL 


Near Daytona Beach, Florida. 

“HVicrc the Tropics Begin'’ 

Convention and Conference Hendquarters the Year Round. 
Capacity 350 Guests. 

Privalo Cntli, Radio and Electric Fan In Every Room. 
Cocklall Lounge, Bar and Grill, — 3 meals dally per person 
Irom 51.30. Colt Links. Artesian Swimming Pool with S.and 
Beach. Tennis, Badminton, Ping Pong, Croquet, Horseshoo 
and Shufflehoard Courts. Ballroom and Convention Hall. 
Banquet Facilities. 1,000 Acres of Spacious Grounds. 

COOLEST SPOT IN DIXIE, AT THE BIRTHPLACE OF 
THE TRADE WINDS. Where tho Labrador (Arctic) Cur¬ 
rent meets the GuU Stream, and Bathing and Pishing aro 
Superb. 

IVrltc Toclav for Free Dcscripftoc Lltcroliirc. 

HOTEL RIVIERA. Box 429, Daytona Beach, Fla. 

“Most (or Your Mourn in Florida.’’ 

Phone 1800 on Arrival and Car Will Meet You 
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ESSENTIALS of GYNECOLOGy 


When ESSENTIALS of GYNE¬ 
COLOGY, masterfully -written by one 
of your well-known colleagues. Dr 
Willard Cooke, comes out sometime in 
August, you will find it as up-to-date 
as tomorrow bringing you all the 
latest advances in the field of gyne¬ 
cology You will applaud its brevity 
and its clarity the fact that it in¬ 
cludes all of the fundamentals the 
basic pnnciples of gynecology And it 
will give you a new point of view 
because of its emphasis on the patient 
os a person her mode of hie and 
psychology 

The details of gynecologic prac¬ 
tice and the discussions of the inter¬ 
relationships of gynecology with the 
work of the general practitioner are 
two important features You will ap¬ 
prove of the author's treatment of 
gynecologic endocrinology, anatomic 
abnormalities, history taking and ex¬ 
aminations, and the complete coverage 
of the pnnciples and procedures of 
operative gynecology 

The book contains over 200 Illus¬ 
trations, including photographs, line 
drawings, and diagrams, each chosen 
for its clanty Be certain of getting a 
copy the moment it comes from the 
press—send in your order immediately 


Willard R. Coolce, M.D., F.A C.S. 

Profejior of Gynecology University of Texas 


Approximately 500 Pages 
Over 200 Illustrations 
Probable Price $6.50 


J. B. LIPPINCOTT 
COMPANY 

Philadelphia ' London • Monfreaf 
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COION TUBE 
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DUODENAL 

TUBE 


The FORC-FIO BULB h F F F 

provides perfect Manual Control 

The sctenfifieally designed Faultless Forc-F(o Bulb (pal- 
cnied) on this stomach tube responds immediately in 
proportion to manual pressure applied. Made from 
high-grodo rubber stock it is highly resistant to body 
fluids and sterilization deterioration. 

Faultless surgical rubber lubes hove long been recog¬ 
nized by the surgical profession for their superior 
quality. Is your hospital supplied^ 


THE FAULTLESS 



STOMACH TUBE 
WITH FUNNEL 
and PATENTED 
. FORC-FLO 
\ BULB 



ASHLAND.' OHIO 


EXCELLENT IN 
COMPOUND FRACTURES 

UfTng ointment 2% and powder Is followed by decrease 
In appearance of necrosis and odor about stump, also 
by rapid healing and healthy appearance of granulation 
tissue and sVIn. 

A Remarkably EffceUvc Agent in the Therapy oh 

2nd and 3rd DEGREE BURNS 

DIABETIC ULCERATIONS INFECTED WOUNDS 

DEEP NECROTIZING ULCERS COMPOUND FRACTURES 
CIRCULATORY ULCERATIONS DECUBITUS ULCERS 
OSTEOMYELITIS LUETIC ULCERS 

2 ounce and M ounce jars. POWDERED CRYSTALS. Non- 
Irrltatlng; fine enough for use In atomizer or shaVer. I oi* 
vials ready for dusting or making wet dressings. 

Also 2% OINTMENT In a Soothing Special Absorption 
base IS rapidly absorbed. Does not leave a dry, cracked 
surface or cause bandages to adhere. 

Sard for //ferefure end profetshnaJ zample 

SCHUYLKILL CHEMICAL CO. 

2346-54 Sedgley Ave., Philadelphia, Pa. 
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Niy laimW was worried 

"Certainly glad I stop at recognized hotels on 
jny many business trips. Once, serious illness 
developed suddenly at home. Though Td left no 
forwarding address 1 was easily traced to my 
hotel by phone.” D. B., Rochester, New York. 
AMERICAN HOTEL ASSOCIATION 

FOR A FRESH START 

STOP AT A UATCI 










It’s New.The BUCKETLESS 

EINHORN Bi-LUMEN GASTRO-ENTEROSTOMY TUBE* 




NOTEWORTHY-—The absence of buckets in this tube focilitates and 
simplifies introduction and removal 

No 0 103 EINHORN GASTRO ENTEROSTOMY TUBE. Buckellets, 48" long, 
French 16 bisected by a center wall to give o double, semi circular 
lumen Colheter tip is leod impregnated (or S'/x" The longer lumen 
(lejUnal] has three ovol eyes Vs" apart The shorter lumen (stomach) hos 
three oval slotled openings H’/s' above the lerminol end of the tube—- 
2V2" ore lead impregnated tip and 12" leod shot impregnated, giving 
necessary v/eight for easy, smooth passage Supplied with 
double metal outlet and rubber connectors Each lumen glT n 
can be used independently EACH $7 SO I >1 ■ H 

Orcfer from WmaJ 
*0escribed by Moset Einhorn, At 0 , in your deafer, j it CiR' 

Surg, Gyn and Obst, January, 1941 or write tot I 



<4 »ST STBttl. HtW 1 


jVortliTvcst lii.sfiriile of 
lltfle«licalTecliiioloj£y,Iue. 

Its Aims mill Purposes 

The Northwest Institute is entering into its twenty 
fourth year of training dinicaf and x-ray laboratory 
technicians, the oldest school in the entire United 
States that is devoted wholly to the teaching of 
these subjects 

Undoubtedly there is o greater number of Northwest 
groduotes employed throughout the world than there 
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"HOW FAR THAT lITTlE, CANDLE THROWS HIS BEAMS"* 

Seldom have the benefits of a single remedy reached so far into the various fields of 
medicine and surgery. That is why Prostigmin is so widely proclaimed to be a remark¬ 
able drug. Surgeons are using it routinely in hospitals everywhere for the prevention 
of abdominal distention and urinarj* retention, and general practitioners and neurolo¬ 
gists have demonstrated its usefulness in the diagnosis and treatment of myastlienia 
gra%’is. And, then too recent clinical reports tell of several new and c-XTerimcntal uses 
for Prostigmin—its value for the elimination of gas shadoiis in abdominal roentgenog¬ 
raphy ; its elTectiYcness in the treatment of glaucoma, and in the treatment of enslachian 
blocking and deafness. More recently there have been reports on its usefulness in the 
treatment of delayed menstruation, and as a test for early pregnane)’. If you will VTite us, 

Ave shall gladly send literature on the use of Prostigmin in the mentioned indications. 
IIorr.wANN-L. l. Roche, Inc. • Roche P.xhk • Nutlev, New Jebsey 
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Editorial 



Neurosurgery 


T ins Neuiosiirgical issue of the 
Journal of the Intei national Col¬ 
lege of Surgeons is in recognition 
of the fact, by the surgical profession, 
that iieuiosurgery is an estahlishej 
specialty and is accepted as such by the 
bulk of the medical profession. While 
admittedly this specialty is still very 
much in its infancy, yet the splendid 
results obtained by those even as yet 
poorly trained but giving their fnll time 
and attention to it, attests to the im- 
portaneo of the individual surgeon giv¬ 
ing his full concern to a complicated, 
highly specialized, surgical field. The 
general surgeons deserve full recogni¬ 


tion for their part in pointing the way 
for those to follow in the many pertinent, 
careful observations they have taught 
and recorded mIucIi had a direct bear¬ 
ing on the development of tliis specialty. 
Without the early stiimilating teaching 
and writings of the general surgeons, 
Keen, Horsley, Krause, de JIartel, and 
many others, neurosurgery as a s])ecialty 
would still be only an immature idea. 
Indeed, many of our most noted and 
.“killed .surgeons holding high placet in 
our leading teaching institutions gave 
11 ]) the ])ractice of genfc ,,to 

give full time to the st ' 

of neurosurgery. Our 
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aiuijles -vrere tlie late Charles Harrison 
Frazier at the University of Pennsyl¬ 
vania and Harvey Cashing at Johns 
Hopkins University; later at Hai-vard. 

It is quite noticeable among the gen¬ 
eral surgeons that those most sldlled 
have the wisdom not to he enticed into 
attempting operations in this most com¬ 
plicated speeialh'. Sui-gieal sldll alone is 
not enough for success; the diagnosis 
must also be made by the surgeon and 
this means that the surgeon must be a 
neurologist—at least to the point of 
being well trained in surgical neurology. 
It must be admitted that a thorough 
training in general surgeiy is by far 
the best background for the training of 
the neurosurgeon and the present pi’e- 
vailing method of a two or three years' 
neurosurgical training of an interne, 
tlien turning liim out as a full-fledged 
specialist entirely on his omi responsi¬ 
bility, is open to question in developing 
real skill in neurosurgery. 

The neurosurgeon is egotistical 
enough to believe and hope that he has 
added to the knowledge of the surgical 
profession to an extent far beyond the 
proportion of the actual number of 
specialists in this line. "Witness the free¬ 
dom from sepsis, shock, anesthetics, 
and deaths in neurosurgical operations 


requiring several hours to perforin- 
many of them on relatively pioor opera¬ 
tive risks. Also the I’eduetion of oper¬ 
ating time for craniotomy for brain 
tmnor from an ordeal whieli formerly 
required from live to twelve liours 
which now is coimuonly consummated 
in from hvo to three hours. 

Heurosurgeiy still admits that neuro- 
siu’gieal laiowledge and technique has 
little more than just started, but it sin¬ 
cerely beliei^es that with the united ef¬ 
forts of our disciples, consecrated to the 
highest ideals of our medical jirofession, 
that it will still progress as an invalu¬ 
able adjunct to the healing art. The 
opportunities for untiring energy and 
thought are unlimited in neurosurgery. 
The rewards may he few and infre¬ 
quent. but brave hearts will fmd them 
tasty morsels, palatable in proportion 
to the honest toil expended. 

The neurosurgical horizon, to be sure, 
will never be reached although, as we 
look liopefully forward, it seems just 
ahead. Nevertheless, it can be said t])at 
neurosurgery at the present time is well 
on its way—hand in hand vdth the many 
other specialties in our great eonnnon 
crusade against pain and illness. 

J. Rurioimn ,T.u:gkr. 


HOTEL EESEEVATIONS FOR DENVER MEETING 

In view of the great demand for reservations for the 
Denver Assembly. July 15-Jnly IS, please make your 
reservations promptly. Address: Dr. Dean W. Hodges, 
Kepnblic Building. Denver, Colorado. 






Fi" 1 TutiKir r- it ajipparoj at tlio time of operation shonni" 'lenoori di\i«ion of the none root < our^inp 
oior the tun or In-ert (a) approximate location of tumor in the spinal canal. In=ert (h) sensori diiision of 
tie cc"i ro t . 1 - It "a- found to cotir-e around the “ide of the tumor, and the motor diiision tliat .appeared 
t' ceTe’op i-to a lus-forra ealiruenient con'titutinir the tumor 


Surgical Lesions about the Spinal Canal and the 
Significance of the Character of Pain in 
Diftciential Diagnosis and Localization* 

RUPERT B RANEV, M D 
LOS A^GE^ES, CALirOKVlA 


W il r \ spai e nccup 3 mg lesions 
11 (r ilioiit tlie spinnl canal 
iiilciigc Miffiiicntlj, thei mil 
cicntmlh ci me to invohe one oi more 
spinal Kilts If ^ueli lesions, eg, neo 
plasms, posUiior liemiations of the 
nucleus puliionts etc, first involve a 
spinal loot, the e irhesfc sniiptom is iisti 
alh an iiritatiie one, and consists 
mainly of pnm On the othci hand, if 
these lesions have then origin vutlun or 
adjacent to the spinal coid, the} niaj for 
a short time give signs of miolveincnt 
of the spinal pathi\a)s, then pun inaj 
not he the initial symptom HoMover, it 
usually appeals earl}, ceitamlv long 
liefoic subarachnoid block and profound 
cold changes take place 
The earl} iccognition of these lesions 
IS of importance since the} usually lend 
themselves to successful smgical tieat 
ment Of fiirtliei iinpoitance, eaili rec¬ 
ognition and operative interference pre 
elude prolonged picopeiativ’c disability, 
and postopeiahve moibidit} Con 
verse!}, if these lesions aio alloned to 
progress to extensive sensei} changes 
and paral}s!s, recoveiy is usnall} pio 
longed and often incoinplote 

The eail} signs of space oceiipjang 
lesions, vvhich impinge direct!} upon the 
spinal cord oi anse v ithm its substance, 
depend largel} on the pait of the cord 
fust affected Dorsal!} situated lesions, 
such as the frequentiv encountered men 
mgioina. might caih give use to minoi 

• From tho Depirtmont of Nourologicnl Surpery, the 
UniTcraity of Southern Cnli/orain School of Vodicjne 


distmbances of proprioception, but 
ordinal ih of such qiialit} that the pa 
tient eithei nonld not recognize the 
disability oi noiild ignoie the defect As 
the lesion expands, ti action or pressure 
on one or moie spinal loots soon takes 
place, certainlj long before svmptoms of 
a conipleto tiansveise lesion manifest 
themselves Tims, ns a ride, pain comes 
on months oi even }cais before exton 
sive cold damage occuis 
If pressure on the cord is exerted h} 
laterallv situated lesions, a partial 
Brown Seqnnid s}ndionie could reason 
ably become a part of the chnical picture 
Hcie again pain would most cerfainl} 
make an eail} appeaiance, since later 
ally located lesions would quick]} come 
to involve one or inoie spinal roots It, 
theicfore, becomes clear that the early 
manifestations of space occup} mg le 
sions about the spinal canal depend 
large!} on the part of the spinal cord 
which first becomes affected, and pain is 
.ilniost universally the earliest complaint 
In order to arrive at an call} diag 
nosis diumg the state of pain, and before 
the onset of profound coid changes, a 
careful stiidv of the chaiacter of the 
pain IS most essential Although pain is 
a common complaint of almost all dis¬ 
eases, it differs greatlv in its character, 
intensit} and distribution, and is in 
dined to sliow certain eharactenstie 
features which tend to idcnfif} the 
underh uig disease process An excellent 
analvsis has been made of the various 
types of pain encountered m .abdominal 
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disease. Today- every physician is fa¬ 
miliar with tlie characteristics of pain 
encountered in appendicitis, renal cal¬ 
culus, cholelithiasis, etc. Actually, a care¬ 
ful history of the pain and associated 
symptoms in abdominal disease u'ill 
give sufficient evidence to establish an 
early diagnosis in a high percentage of 
the eases. On the other hand, pain -which 
emanates from disease affecting the 
.^I)inal axis has received considerably less 
attention on the part of tlie general 
medical profession than the pain associ¬ 
ated with other diseases. Tims, disease 
about the spinal canal is oftcii not recog¬ 
nized until late, and after the onset of 
profound cord changes. 

The pain which accompanies these le- 
.-^inns has in the majority of cases certain 
definite labelling characteristics: (1) it 
is u.^ually si'vere and gripping in char¬ 
acter. (2) it invariably follows the ana¬ 
tomic <listribution of the spinal root or 
roots which are affected. (3) it does not 
radiate into adjacent areas which are not 
.'Supplied by the affected nerve root. (4) 
it i.'J often exaggerated by coughing, 
sne(*zing. .^training or other factors 
which lend to place the affected root on 
ten.<ion or under abnormal prei=sure. 
Thus, the segmental distribution of pain, 
its character, and the factors which in- 
tiuence it. serve sharply to differentiate 
it from the ]iain which emanates from 
lesions elsewhere in the body, such as 
the vague rel'erred pain from ^-isceral 
disease, the pain complained of by those 
.-uiff-ring from functional disorders, etc. 

In visceral disi-ase the pain is as a rule 
dee[) -eated and located in the general 
vieinitx nf tin- involved viscus, and the 
referred pain ap[M‘ars in a minor role 
and in the lio.h -.emuent from which the 
vi>en- h.-id n- eriirin. I’ain from resrional 
.■'omatn di-i-a-e. ^m li a^- di'-eU'-es of the 
•'Ueruiluve 1" neiii-rail\ loeal in char- 

ae'e-r arid i-- aee.imp.-inied liy loeal tendep- 
ne-'; i urtlieriijore. j* doe> not --how 


segmental distribution. In functional 
disorders tlie pain tends to transgress 
anatomic limitations, and is often associ¬ 
ated with anesthesia of the “glove” or 
“stocking” type. On the other hand,4ho 
true signs of spinal space-occupying le¬ 
sions may be overlooked or actually 
obscured by functional elements in-sus¬ 
ceptible peoide. This occurs more often 
following long-standing pain in patients 
who have gained the impression that 
they are suspected of complaining un¬ 
necessarily. 

Space-occupying lesions which most 
commonly affect the spinal roots fall 
into four general groups: (1) posterior 
herniations of the nucleus 2 HiIposus, (2) 
neoplasms, (3) infectious gran'ulomata, 
and (4) suppurative infectious diseases. 
Patients having neoplasms as a rule seek 
medical aid early in their course because 
of pain. The first manifestation of pain 
is usually that which emanates from a 
single spinal root. Since neoplasms pro¬ 
gressively expand, other roots later be¬ 
come affected, and finall.v profound cord 
changes occur; unfortunately, this late 
stage is too often reached before the 
diagnosis is made. 

Posterior herniations of the nucleus 
pulposus, in contrast to spinal tumors, 
as a rule do not progressively enlarge; 
rarely do more than one or two roots 
become affected, and profound cord 
changes are the- exception. The pain, 
while similar to the pain in spinal tu¬ 
mors, tends to show oxacerl)ations and 
x-emissions. The attacks come on rather 
suddenly: they are usually associated 
with some unusual but minor stress to 
the back, and continue for weeks at a 
time. In many cases the pain eventually 
becomes inti'actable in spite of good 
management; then neurosui'gery offers 
the only solution to the problem. In the 
writer’s experience these lesions have 
been found most frequently in the lum- 
i)ar region, although they do occur else- 
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where “i tioi hi ' i ii called to {Ins 
fact by L''ii IVjj) ' ‘ nvp and Walsh 
(1940),"Sill ' I d (i. intham (1940),® 
BiadfoiQ md Sprain fr 1941),“ Dandy 
(1941),''an' ot ■> ic Tin e lesions, when 
in the iiimbii icgioi piodiice the pure 
clinical t 3 pe of radii u’ar pain which is 
often i(ferred to “suatica " There 
foie, the pain fioin such lesions should 
not he confu^cd with the pain referred 
to the lovver exticmitios from other dis 
eases, such as, prostatic disease, tubo 
ovarian disease, arthritis, etc , as is often 
the case Tlu pam in the latter condi 
tions is not segmental in distribution, 
fuithermoie, it differs in other char 
aetcristics 

Granulomata behave veij much after 
the fashion of the neoplasms, Jiowever, 
they can usuallj ho recognized by other 
lahoratorj labelling characteristics In 
suppurative infectious the progress of 
symptoms is much more lapid Sensorj 
loss rapidly follows motor paraljsis, and 
theio IS generally other eiidenco of in 
lection, such as fever, leucooytosis, etc 

AVhen a single spinal root ceases to 
function as a lesult of compression hj a 
space occupying lesion, the alteration of 
fiinotion does not differ from that 
pointed out hj Head (1894),“ Sherring 
ton (1898),’ Foerster (1936),“ and 
otheis, le, anesthesia does not occur 
Actuallj, theie is rarely more than dim 
inution of pain and temperature sensi¬ 
bility in the affected dermatome, other 
sensorj perceptions such as of touch, 
pressui e, vibration, etc, are relatively 
normal® Furthermore, the tendon re 
fleves of the muscles supplied hy the 
spinal root niaj he only slightly dimin 
ishod since the sheletal muscles are sup 
plied hy more than one spinal root Thus, 
it becomes clear that space oceupjing 
lesions nhout the spinal canal, early in 
their course give rise mainly to a char- 
ncteristio tjpe of pain Furthermore, 
very few objective findings are present 


On the other hand, these lesions can he 
recognized early in a high percentage of 
cases hj a caieful analysis of the char 
acter, qualitj and distribution of the 
pam alone 

In the cauda equina, because ot the 
amount of space, lesions maj laiy 
greatly in size depending on their loca¬ 
tion, yet give rise to very few signs ex¬ 
cept pain For example, neoplasms may 
attain a large size yet give rise to no 
more signs than the much smaller and 
laterally situated posterior herniations 
of the nucleus pulposus 

Since the character, quality and dis 
tribution of pain is the most important 
single factor leading to the diagnosis of 
spinal space occupjmg lesions, the fol 
lowing somewhat unusual ca«es are 
leported 

HEPOttT OF CASES 

Case 1 Lirge tumor of the ciucla equina with urn 
lateral “ecntica ” Diminished right Achilles' reflex, 
and slight diminution of pam perception on tlio outor 
aspect of tho right foot 

Thi® patient a man of 38 jears was admitted to 
the hospital January 16 1939 because of severe 
pain radiating into tho right leg Fne montlis before, 
following a minor back strain, the patient had first 
experienced pain in the low back region. After a few 
days the pain began to radiate down the posterior 
aspect of the right leg onto the lateral surface of tho 
foot, and into the little toe The pain persisted for 
about SIX weeks when it suddcnlj uisaj peared After 
a few days it re appeared suddenly, and was of the 
same character and distribution aa during the previous 
attack Coughing, sneezing straining at stool, etc, 
mcrcn“«cd tho intensity of the pam actually, tho 
second attack camo on suddonlv during a violent 
paroxysm of coughing Acconhng to tho patient's 
description the pain followed a very definite pattern 
downward on the posterior nspect of the thigh into 
the leg heel and lateral surface of tho foot and small 
toe It did not extend around to the anterior, mid lie 
or lateral surfacea of the thigh There iraa no histoi^ 
of disturbance of bladder or rectal function The re 
niamder of the history was essentially unimportant 

Exammation si owed the patient to be well devel 
oi»ed and well nounshod The blood pressure was 120 
aystolic and 80 dmstohe, tho pulso averaged 60 beats 
per minute, and the temperature was 08 2“ Fahrcn 
hcit The nciirolo^ic and general examinations gave 
normal findings except for tl o lower extremities The 
right Achilles’ tendon reflex was diminished There 
was a slight impairment of jam perception over the 
outer aspect of the ankle foot and little toe Temper 
aturc sense m this same area was also slightly dimm 
ishcd, other modalities of sensation were normaL 
Lumbar puncturo at the fifth interspace gave clear 
spinal fluid Queckenstedt's test gave nonnal find 
iDgs, there were two cells, total protein 100 mg , 
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sugar 70 mg,; the Wasserniann reaction nras negative, 
and the colloidal gold curve was noriual. Roentgeno- 
graphic studies showed almost a complete obstruction 
to lipiodol extending from the second lumbar vertebra 
flon-n^vnrd to the tilth lumbar vertebra; however, the 
obstruction was not complete as evidenced by the fact 
that part of the lipiodol passed from below to above 
the lesion. 

At operation, January 21, 1P3P, a large tumor was 
removed (sec tig. 1) measuring 7xl.S.xl,9 cm. The 
tumor actually consisted of an enlargement of one of 
the roots of the cauda equina (right first sacral), and 
microscopically had the appearance of a fibroblastoma. 
The postopcr.ativo convalescence was uneventful. The 
patient wa.s discharged from the hospital on the tenth 
postoperative day, and returned to his employment as 
a carpenter on the forty-fifth ])ostoperative day, and 
has remained well up to the present time. 

COJntENT 

The importance of pain in the early 
diagnosis of spinal lesions should hove 
be re-emphasized. As pointed ont in the 
history, pain alone bronirlit this patient 
under observation. Furthermore, the 
eliaracter and quality of the pa in find the 
factors vhieh inflneneed it wore consist¬ 
ent with those of spinal root origin, and 
directly led to the diagnosis. Because of 
the exacerbation and remission of pain 
in this case, and the history of triiial 
hack injury, the patient was at first sus¬ 
pected of sull’eriug from posterior herni¬ 
ation of the vuclcvs 2 ^^<^Posns. On the 
other hand, because of a dry spinal tap 
at the fourth lumbar interspace, and not 
at the fifth lumbar interspace, a lesion 
larger than a posterior herniation of the 
itneJcus pul posits was suspected, thus, 
lijiiodol was introduced. 

In spite of the large size which the 
tumor had attained, it had not as yet 
enlarged sufliciently to compress the 
.surrounding roots of the cauda equina, 
and there ivas, therefore, only evidence 
of impaired function of the first sacral 
.spinal root, i.e., slight impairment of 
]>nin- and temperature-perception in the 
tir.st sacral dermatome and diminution 
ef the right Aehille.s' tendon reflex. The 
apjiearancf' of the soeond attack of pain 
undnulitodly resttlted from downward 
dislocation of the tumor, and re.sultant 
traction on the spinal root by increase of 


the intraspinal pressure from above 
dovTiward at the time of the paroxysm 
of congbing. From the appearance of the 
specimen the question might be raised 
as to why Queckenstedt's test was not 
positive. This can be accounted for by 
the fact that the tumor, although large, 
had not yet completely obstructed the 
cerebrospinal fluid circulation. As long 
as there is patency in the subarachnoid 
space equal to, or larger than, the caliber 
of the lumbar pun dure needle, both rise 
and fall of fluid in the spinal mauomotor 
vdll occur under compression, and re¬ 
lease of compression, of the jugular 
veins. 

Had this patient been allowed to wait 
until more advanced findings of timior 
a 2 )peared, i.e., bilateral sciatica, paral¬ 
ysis of the extremities, extensive sensory 
loss, and disturbance of sphincter con¬ 
trol, the preoperative disability and 
postoperative morbidity would have 
been materially prolonged. Further¬ 
more, when such tumors are allowed to 
go on to more advanced stages they often 
leave permanent residual defects in both 
locomotion and sphincter control oven 
after tlieir removal. 

inien pain of radicular character and 
distribution appears and persists in 
.spite of other diseases whicli are obvi¬ 
ous, a thorough investigation of its cause 
should still he made. The following case 
further serves to emphasize the relia¬ 
bility of the quality, character and dis¬ 
tribution of pain in, not only the diag¬ 
nosis, but the diffei'cntial diagnosis 
as well. 

Case S: Intractable pain radiating into the left leg 
for two years. Progressive muscular atrophy, upper 
right arm for two and one-half years. The only related 
neurologic finding to the “sciatica” was a diminished 
left Achilles ’ reflex. Boentgcnographic studies showed 
the characteristic deformity of a posterior herniation 
of the nucleus pulposus. Operation gave complete 
relief from pain. 

The patient, a boy of twenty years, was admitted 
to the hospital, November 8, 1938, becanse of per¬ 
sistent pain radiating from the left hip down the 
posterior aspect of the left leg for two years. 

lie stated that two years previously while playing 
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footl all hi Tie ueil a hack iiijurv during practice 
Up stated that he had been ‘clipped from behind in 
till ail ill ot the back I<ir the following two weeks 
his buk was atiir anl puiiful, alter which time he 
i wtialU rv.<- \i-\cd aw I waa abk to pWw foothaU tJie 
rcir un Icr of the seisnn 

\l (ut three months Ktor, the stiffness in the back 
men v«cd and jam began to radiate down the p03 
fjiioi aa^cpt of tho hit leg lie resorted to many 
k n Is of treatment hut had been unable to obtain 
u III f On bomluig foiwaid and then atraightcmng up 
th pain was mariadh inlensificd Couglung and^ 
sf I uning ten le I to intensify the p »n The sphincters* 
III I not been affccti-d 

The icmaiuder ot the lustoti w is relattrely umm 
} rtint except that tor the past two and a half years 
th patient had noticed a slonli developing weakness 
in the right hand and had noticed that the right 
I md had become thinner than the left Ho also no 
ticed, especially about the palm of the hand (thenar 
md hipothcnar eminences), fine fibrillary twitchinga 
1 pneath thi skin Rcccnth during tlit previous two 
or three months, he had noticed these twitchings m 
the biccp*- tncpps, and deltoid muscles of the right 
arm The peat history, except foe the usual childhood 
diseases, was not remarkable The family history also 
gave no pertinent information 

Examination disclosed the patient to bo exception 
alh well developed and well nounshed weight 175 
pounds The blood pressure was 115 systolic and 80 
diastolic, the pulse aicraged 70 beats per minute, 



and the temperature was 95® Pahrenheit There was 
atrophy of the lotcro'^sci muscloa of the right hand, 
tho thenar and hjT>othcnar enuncnces also showel 
conaidcrible atrophy, and there was atrophy in the 
muscles of the forearm The biceps and triceps mus 
cles showed fine fibrillary twitchmgs, hke\vj«c, fine 
fibnllatj twitchings were seen m the muscles about 
tho shoulder girdle The left arm and shoulder were 
not affected No sensory changes in these areas were 
found and there was no pain complained of except 
in the low bach and left log In the lower estremitKS 
Oiert were no fibrillary tnitchmgs or atrophy The 
general imprcSsion was that the patient was suffering 
fiom progressive muscular atrophy involving tho 
right arm, and tint the sciatic pam was due to *10100 
other cause 

The tendon reflexes m the right arm were absent, 
in the left arm they were normal Tho superficial 
reflexes were nil present, and normal The reflexes 
in tho lower extremities were present and normal, 
except for the diminished left Achilles’ tendon reflex 
Seuiory examination gaie entirely normal findings 
Lasigiie’s sign was positive on the left Lumbar 
puncture gave clear spinal fluid The Wassermann 
reaction was negative, cell count fl, total protein 35 
mg , sugar CO mg , colloidal gold curve was normal 
" I showed a 

obliterating 
ir root Tho 

dural sleeic of the right fifth root anl roots above 
and below filled normally (sec fig 2) 

At operation, November 15, 1938, a posterolateral 
herniation of the nucictw was found on the 

left side (sec fig 2), tho fiffocttd nerve toot was 
identified as tho fifth lumbar, it was comprevscl 
swollen, and congested The protruding portion of 
the nuclei^ pwlporus was rcwoied and tho «cn 80 ty 
division of the affected nerve root was sectioned 
Pollowmg operation there was completo relief from 
pain On the tenth postoperative day the patient was 






Pig 2 Arrow indicates typical filbng defect, demonstrated by roentgtnographic hpiolol study, resulting 
from posterior licnnatiou of the nucleus pulposus Opposite ari. fragmcuis of nui.li.us pulpo*«u3 rcmoied 
nt operation 
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discitargcd from the hospital. The following fall he 
returned to school, and in spite of the progiessivc 
muscular atrophy in the right arm played football 
the next two seasons. ^Mien last heard from, some 
three j-ears after operation, he was still free from low 
back pain and “sciatica,” and there had been only- 
moderate increase in the symptoms of progressive 
muscular atrophy. 

COMMENT 

In tlie case of this patient the symp¬ 
toms M’ere very similar to the symptoms 
in the preceding one, i.e., the character 
and distribution of the pain and physi¬ 
cal findings, yet there was a remarkable 
difference in the size and biologic nature 
of the two lesions. In the last patient, the 
true cause of sciatic pain could easily 
have been oveilooked because of the 
co-existing and antedating evidence of 
disease of the nervous system. It should, 
therefore, be emphasized that progres- 
.‘jive muscular atrophy does not, as a 
rule, cause a great amount of jiain, and 
when pain does occur it does not stimu¬ 
late the pain of spinal root compression. 
Since the “sciatic” pain in this patient 
had all the characteristics of a .space- 
occupying S])inal root lesion, it was not 
consiilered a part of the general picture 
of progressive muscular atrojihy; thus, 
roi'utgenographic studies with lipiodol 
were done, and the final proof was ob¬ 
tained that two independent pathologic 
jirocesses existed. Thereby it was possi¬ 
ble to alTord the jiatient relief from the 
“sciatica." Actually, surgery could well 
have been recommended in this case 
without the confirming lijhodol study be¬ 
cause of the characteristic type of pain, 
its distribution, character, etc. Here, 
again, the character of the pain led to a 
iliaynosis in sjiite of an obvious co-exist- 
iiiy iicuroloiric di.«»rder. 

1. Space-occiip) iinr lo'-imiv in the vi¬ 
cinity ot tin* s]»inal canal e." a rule in- 
at an early .'-tage. tnie or iiioic 
root-, whicii give ri.^e princioalh 
Ui pain. 


2. The early recognition of these le¬ 
sions is important from three points of 
view; (1) the preoperative disability can 
he minimized, (2) the postoperative mor¬ 
bidity reduced, and (3) residual impair¬ 
ment of function can be precluded. 

3. Although certain physical findings, 
depending on the location of the lesion, 

*ma 3 ' appear early, as a rule radicular 
pain is the first symptom that brings the 
Ijatient to his physician. 

4. The pain from space-occupying le¬ 
sions about the spinal canal results from 
either traction or pressure of one or more 
spinal roots, and has certain definite 
labelling characteristics which distin¬ 
guish it from th,e pain of diseases else¬ 
where in the body. 

5. A careful analysis of the character 
of the ])ain will lead to an early diag¬ 
nosis, treatment, and rapid recovery of 
the patient in the majority of cases. 
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SUMAKIO 

1. Lcsioncs que ocupan espaeio do la 
vccindad del canal espiiial como regia 
pinmelven, en uii estado tempraiio, uiia 
o mas raices cspinales, lo cual da lugar 
priiicipalinentc a dolor. 

2. El reconocirniento temprano de 
i-.-ta.'; lesioiie.c es desde tre.s puntos do 
vi>ta iiiijiortantes: (1) la inhabilidad 
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pieoperativa puede spi dismmuida, (2) 
la mortalidad pohtoperatoiia reducvda, 
y (3) derectos lesiduales de fnncion 
pueden ser prehidiadop. 

3. Aunque ciertos hallazgos fisicos, 
dependientes de la localizacioti de la 
lesion, pneden aparecei temprano, coino 
regia dolores ladieulaies es el primer 
slntoma que trae el enfenno a su medico. 

4. El dolor de lesiones quo oeupan es- 
pacio alrededoi del canal espiiial resnlt- 
an por tiaccion o presion de iina o mas 
raices espmales, i ticnen cierto sello 
caiactenstico que las distingue de dol¬ 
ores por enfernicdndes eii eualqnicia 
otra parte del eueipo. 

5. Un analisis cuidadoso del caiacler 
del dolor nos llevant a un diagnostico 
temprano, tiatainiento, y reeoliramieiito 
rapido del enfermo en la mayoiia de los 
casos. 

ntsUME 

1. Les Ifeions dn eanal veitebral gen- 
eialeinent intercssent im on phisieiiis 
rameaux des nert's spinaux. Ces lesions 


sent accompagiiees dn sjuiiptome doul- 
eur. 

2. II est impoitant de reeonnaitie 
I’existence de ces lesions pour tions lai- 
sons: Afin de 1° diminuer la gene et I’ln- 
fii-mite pie-opeiatoires. 2° diminnei, 
c’est-a-dirc, de reduiie le degre de mor- 
bidite post-opeiatoire. 3° de jiievenii 
toute atteinte peiiiianente de fonetion. 

3. Cei tains signea pliysiques dus au 
siege de la lesion existent au debut. C’est 
la doiileur ladieiilaiie qne poite le nia- 
lade ii consiiltev le medeein. 

4. La donleur resultant des lesions 
occupant le eanaVveitebial est due ii la 
li action ou ii la compiessioii exeicecs 
sur les lameaux spinaux. Cette douleiii 
a des caiacteristiques qiu la distinguent 
du sjmptoine doiileui qui accompagne 
les troubles d’autics parties du corps 

5. Uiie analyse miniitieuse et soign- 
euse de la natiiie de cette douleur con¬ 
duit ii un diagnostic precoce, a un ti aite- 
inont nppioprie et a line giieiison rapide 
dans la giaiide majoiite des cas. 


Fioni the Constitution of the 
IXTEKNATIONAL COLLEGE OF SURGEONS 

“The Inlernatwiittl College of Snigeon^ is a puielg scicutific 
organisation incoipointed not for piofit, and solely foi the ad¬ 
vancement of the Alt and Science of Sutgery in all its hranches. 

“It is stiictlij von-sectaiiau and non-political. It is decidedly 
against Aihitiaiy Sestiictioii of ilcrit and is fiec fioin piejudtce. 
It II ill iLcogiiise the Siiigeon and Ins accomphshments, and mil 
not he influenced hy Ins financial, political oi olliei iiielcianl 
status.’’ 

For informatioii concerning metnliership in the International College 
of Surgeons, write to Mr. Halpb Osborne, Business Secretary, Inter¬ 
national College of Surgeons, 1512 Spruce Street, Philadelphia 



Tic Douloureux 

PARTIAL SECTIONS OF THE SENSORY ROOT 
OF VARYING EXTENT* 

OLAN R. HYNDMAN, B.S., M.D. 


A KEPORT of iny experience with 
tic douloureux was made in Jul}’’ 
1938 in which the cerebellar ap¬ 
proach to the sensory root of the fifth 
nerve was compared to the subtemporal 
approach from surgical and phj'siologi- 
cal standpoints^ The results obtained 
after partial sections of the sensory root 
appeared to be no different whether the 
root was cut just posterior to the Gas¬ 
serian ganglion or near the pons. The 
sensory losses after partial section^ 
were not in agreement with the proposi¬ 
tion that each third of the sensory root 
corresponds with the respective periph¬ 
eral branch distribution. If the lower 
half of the root is sectioned, the sensory 
losses arc so mild they are hardly noticed 
by the patient until they are demon¬ 
strated objectively. As the root is cut 
from below upward the greatest sensory 
loss is first sustained on the ipselateral 
half of the tongue, the gums and buccal 
mucosa. The loss then progresses in the 
face in a manner that suggests a seg¬ 
mental or concentric arrangement with 
the mouth as the center rather than 
an arrangement corresponding to pe¬ 
ripheral branch distribution. 

The fact that a properly i)erformed 
partial section of the sensoxy root will 
abolish the painful seizures of tic 
dnnlnnnnix and yet invoke such minimal 
sensory losses iii the face has advanced 
the surtric.-il treatment of this pain 
syndrome to a j)oint that leaves little to 
he .ii‘Mr*-d. If so little as one-foul’th of 
tl’e upp-T jihi-i',. ,,f thi' -ensory root are 
spai'-d. eorn'-al M-n.-ation will ht* pre- 
serVoil. I lie da!!'ter> of eorilf-al uleera- 


tion or the fitting of guards to protect 
an anaesthetic cornea should no longer 
bo necessary. 

^Vlien zones of almost complete sens- 
oiy loss are sustained by either alcohol 
injection or root section, it is not uncom¬ 
mon for the patient to develop annoying 
paraesthesias in the anaesthetic zones. 
The mechanism of this indescribable 
sensation, which has been referred to as 
“Gasserian Ghosts,” is not clearly 
understood. It is conceivable that it may 
be related to the sympathetic sj'stem. In 
any case the paraesthesia appears to be 
more prominent in anaesthetic zones 
and not so prominent in mild to moder¬ 
ately hypaesthetic zones. The paracs- 
thesia appears to differ from marginal 
hyperaesthesia. The former is experi¬ 
enced by the patient in anaesthetic zones 
while the latter may be invoked by stim¬ 
ulating the mai’ginal zone that sopai'atos 
the aesthetic fium the anaesthetic zones. 

Hence, the factors of subjective numb¬ 
ness and “Ga.'^serian Ghosts” present 
the problem of deteiuiining the minimal 
section that will abolish the painful 
seizures. Toward this end I have been 
impressed by the impoi'tant relationship 
that so called “trigger zones” bear to 
the painful seizui’cs. These trigger zones 
are soon discovered by the patient and 
are almost always oral or perioral. Not 
uncommonly one is situated in the re¬ 
gion of ala nasi. The most consistent 
statement given by patients is that eat¬ 
ing, cheving, swallowing or talking will 
provoke the attacks. This suggests that 
the mouth itself is the chief locus of 
trigger zones. It is well known tliat if 
d^-fmite trigger zones are locidiy anaes- 
thftizfd the painful seizures will be 
al«>lish<'d as long as the anaesthesia 
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lasts and the patient may eat a much 
needed meal in lelative comfort. 

These facN proride a possible ex¬ 
planation foi the cure of tic doiiloiii eiix 
after paitial loot section. The .sensmy 
losses are greatest m the oral and pen- 
oral legions and henco elhninato the 
trigger zones. 

In May, 1941 P reported a case of tic 
douloureux in rhieli the pain u'as lo¬ 
cated only to the right forehead above 
the eyes. Cheiving and talldng iniated 
frequent attacks and the patient felt that 
stimulation of his gums on the right 
caused the attacks The lower three- 
fourths of the sonsorj’ root were cut, 
causing a marked loss of sensihility in 
the right mouth and on the chin only. 
The patient has been completely free of 
painful seizures to the time of writing 
(19 months). 

I thought it woidd he of value to make 
a systematic study of paitial sections 
from maximal to minimal,sections and 
the following six cases reveal the results 
of the studies thus far. The minimal sec¬ 
tion in this group consists of a section of 
the lower half of the root. I plan to con¬ 
tinue the series by cutting less than half 
of the root because I feel that many pa¬ 
tients can ho cuied in this way and thus 
he provided with as ideal a physiological 
result as is possible. 

CASE BEPOKTS 

In the following six ca'^es an attempt was made 
to vary the degree of partial section in a systematic 
way and to correlate the result with the degree of 
section The series progresses from a maximal parti il 
section to one m which only the lower half of the 
root was cut jUl exposures were made by the subtem 
poral route and all sections were made from below 
upward in the root Taste was unimpaired after opera 
tion in all cases for salty, sweet, sour and bitter sub 
stances Four of the six patients had li id one or more 
alcohol injections prenous to operation and the resid 
ual numbness from these procedures contaminated the 
results of the operation so far as sensory losses art 
concerned Nevertheless they are instructive in some 
ways Most patients have experienced alcohol injec 
tion before they come for operation. 

All of the patients reported here, and in fact all 
the patients on whom I have operated for tic doulou 


Tcux, developed herpes of varying extent about the 
mouth 2 or 3 days after operation 
In making the sensory ciaimnations^ light touch 
was tested with a wisp of cheese cloth, pain with a 
light prick of a pm, temperature with test tubes eon 
taming warm and cool water and deep pressure by 
moderately pTC'«sing the end of an applicator stick 
oil the skin Al! these tests were made b\ comparing 
smsatioii with tfmt on the noimal side and usually 
with the patient's eyes closed In the diagram showing 




Fig. 1 Hesults of the examination of Case 1 ten 
months after operation In the shaded zone as well 
“s for left side of tongue, gums and buccal niucosn 
sensibility was as follows* light touch, 0; pm pnek, 
O, temperature discrimination, O; deep pressure, 
about 10 per cent of normal Deep pressure wns not 
completely lost at any locus The unshaded zone was 
normal aubjoctively and to objeetivo tests The mar 
ginal ~ ' ' i r- ; - . . 1 

only • ■ 

of fi' ■ ■ ■ ^ ■ 

Tho insert is a diagrammatic representation of the 
extent of the partial section of the root 
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the extent of partial section, the motor root of the 
nerve has purposely been omitted. 

1. X.C., a ■white woman 54 years of age, described 
the symptoms of tic douloureux and located the pain 
anterior to the left e.ar. Five years ago she expe¬ 
rienced tingling sensations in the tongue. Throe years 
later the onset of one of these tingling sensations 
TOS followed immediately by an attack of sharp pain 
in the left face and thereafter the seizures were 
frequent. An alcohol injection gave relief for 4 
months. Another injection gave relief to the present 
time. She knows only that the injections were made 
somewhere inside the mouth leaving a residual im¬ 
pairment of sensibilities on the left chin. • 

She described the excruciating pain as beginning 
in the left lower jaw and shooting over the entire 
left face to the top of the head. After the first alcohol 
injection the left side of the mouth (in.side) was 
numb. When the pain returned, this numbness disap¬ 
peared. She felt tlie left side of the tongue was a 
trigger zone. Eating, talking or jarring the head 
initiated the attacks. 

Following the alcohol injection she developed a 
burning sensation on the left tongue and inside the 
month and on the left side of the lips which at times 
felt as if they were on fire. Substances such as mouth 
washes did not excite this paraesthesia but certain 
odors did, particularly that of ether. 

Oprrntion. On January 29, 1941, a maximal partial 
section of the sensory root of the fifth nerve was 
made on the left. Only a small filament was left intact 
in the upper aspect of the root. It would have been 
impossible to have cut more without making the sec¬ 
tion complete, 5?ce fig, 1. 

f.VjMilf. The following information was obtained 
at a check up examination 10 months after operation. 
.She has been entirely free of painful seizures and 
is very pleased with the result. Subjectively she is 
conscious that the left side of the tongue and mouth is 
numb and describes a band of numbness on the left 
face which corresponds to that depicted in fig. 1. 
Sho stated, however, that she was hardly conscious 
of the numbness until she touched or rubbed the area 
or put food in the left side of the mouth. The burning 
sensation which developed in the left mouth and on 
the lips after alcohol injections was not changed by 
the operation, but after oi’eration she has experienced 
"crawly, tingling, creepy and drawing” sensations 
in the anaesthetic zone on the left face. All of this, 
however, "bothers her very little” and is nothing to 
compare with the original painful seizures. 

2. A.C., a white woman, 5S years of ago. She des¬ 
cribed the symptoms of tic douloureux and located 
the pain to the region of the second division of the 
fifth nerve on the right. The painful seizures have 
become more frequent and severe for the past 3 years. 
She had discovered "trigger zones” on the right 
upper lip and right ala of the nose. 

Operation. On Februarj' 5, 1941 a partial section 
of the sensory root of the fifth nerve was made on the 
right. About twice as many of the upper fibers were 
left intact as in case 1. It was estimated that about 
four-fifths of the fibers were cut from below upward. 
See fig. 2. 

EesuU. The patient has been free of attacks to the 
time of writing (S months). At n follow up examina¬ 
tion on October IT, 1941 the patient stated that she 
was greatly pleased with the result. The numbness 
that she experienced was not a great bother. However, 
the gums, right side of the tongue and buccal side 
of the cheek felt dead and swollen and yet these 


parts and the right lower lip often burned and felt 
raw as if the skin were absent. Listerino burned 
these parts "like fire”. She stated that if a fly or 
mosquito lit on the hj-paesthetic areas of the face' she 
experienced an unusual crawling sensation over the 
whole right face that was intolerable. The results of 
the sensory examination are given in fig. 2. 

3. B. G., a ■white wotnan, 55 years of age. She 
described the symptoms of tic douloureux and located 



Fig. 2. Results of the examination of Case 2 eight 
and onc-half months after operation. The right half 
of the tongue, gums, buccal mucosa and double 
hatched zone on the chin revealed sensibility ns 
follows; light touch, O; pin prick, O; temperature 
discrimination, O; deep pressure, 2-5 per cent of 
normal. "When pricking the chin she felt the pin point 
without pain. The single hatched zone was as follows: 
light touch, 507o; pin prick, 25%, temper.ature, 25%; 
deep pressure 75%. Corneal sensation on the right 
unimpaired. Motor function of right fifth and seventh 
nerves unimpaired. 

The insert is a diagrammatic representation of the 
extent of the partial section of the root. 
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the pain to the left si<^e of the nose nnd around the 
left ere Thera were manr seizures each dai They 
were initjated b\ estmg nud talking and washing the 
face 

Operattoft On \pnl 8, I'l-ll a partial section of 
the sensorj root ot tl e fifth nerve was inide on the 
left An attCDJpt v.as made to <3uplicate the section 
mado in case 2 and it ’a i** estimated that four fifths 
of the fibers were cut from below upward See fig 3 

Sesult The patimt his been free of attacks to the 
time of writing <7 months) At a follow up evamina 
tion on October 23 1941 »lie stated that the only 




Fig 3 Results of the examination of Case 3 six 
and one half months iftcr operation The left half of 
the tongue, gums butcnl mucosa and double hatched 
zone revealed Bcnsibihties as follows light touch, O, 
pin pnek, O The single hatched zone light touch, 
SO'o. pin prick, O teniiierature discnmiantion, O 
Deep pressure was not completeb lost at anj locus 
Corneal sensiiioii on the left unimpaired ifotor 
function of the left fifth and seventh nerves un 
impaired 

Tho insert is a diagrammatic representation of the 
extent of partial section of the root 


regions winch seemed imtnb to her were th© zone 
between tho nose and left oic and tho left c;>clids 
tJiemselves She denied being conscious of numbness 
elsewhere on the face or m the mouth although she 
could not sense tho presence of food m (he left side 
of the mouth The objective senaorj losses arc depicted 
in fig 3 She described in electric like prickling sen 
satioR almost constantly present and limited to the 
zone of objective numbness on the left chtck She 
Toluateeted the statement that if a fly lights on this 
region an intolerable pncklj sensation is initiated 
over the whole zone This paresthesia is also initiated 
bj brushing the hair in the ophthalmic region, on 
the left but the sensation is limited to the zone of 
numbness on the left clteek Ithile the sensation is 
unpleasant, jt is nothing to compire with the pain of 
tic douloureux 

4 P H, a white min 50 years of ngc, gave a tvpical 
description of the pain of tic douloureux which he 
located to the nglit side of the nose and nglit fore 
head The tie began 30 years ago He has had two 
or three injections of alcohol a jeir with relief each 
time for 3 to 4 months The List injection of the 
second and third branches was dono in Jfay 1040 with 
relief for almost a jeir For tho past tew months 
the attacks have occurred several times daily and 
also at night Chewing, and also hot and cold food 
taken into the mouth, would initiate itlacks The 
residual sensorj losses due to the alcohol injection are 
given m the legcad to fig 4 

When he brushed his closely cropped hair on tho 
right ho stated that he felt a neculmr crawling sen 
satioQ under the right eje and on the right cheek. 
He was unable to describe it but denied that it was 
in any way painful 

Opetatiiov. On October 30, 1941 a partial secticft 
of tho sensorj root of tho fifth nerve was niado on the 
right An attempt wis mido to cut the lower three 
fourths of the root fibers See fig 4 

•Result The patient inide an uneventful recovery 
and was highJj pleased with the result Chewing 
caused no semblance of the former attacks The 
results of the examination arc given in fig 4 The 
chief sensorj lo'ises due to the operation occurred m 
the mouth and on the right chm and upper hp Tlio 
panesthesin induced bj brushing his hair was 
unchanged 

5 OW, B wJute man 6^ years of oge described the 
symptonvs of tie douloureux and located the pam os 
extending from the right angle of the mouth to the 
vertex of the head The painful seizures began 3^ 
years ago Ho soon observed that the nght upper Jip 
was a trigger zone so that touching or shaving this 
region initiated scizurea. Cliewmg and talking also 
started the seizures Three and one-half jtars ago 
he bad an alcohol injection through the roof of the 
mouth which gave relief for 2 years Ono jear ago 
in injection below the right eve (javo relief for 3 
months and 3 months ago an injection above tho eye 
gave no relief Attacks occur dailv 

In addition to the tic pun In- describes a burning, 
crawling 8en«ation, constantly pre«ent in the numb 
zone over the right Jip and cheek The right half of 
the tongue, gums ami buccil mucosv are not numb 

Operation On October 21, J941 a partial section 
of the sensorv root of the fifth nene on the right vras 
made As near ns could be eatuniU'd the lower five- 
eighths of the '>en»orj fibers wore cot—a little more 
than half but not quite thrtc foortha of the root See 
fig 5 
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Besult. The patient made an ■uneventful recovery 
and stimulation of the trigger zones no longer excites 
anything simulating the seizures. He states that hie 
face feels only slightly more numb than before opera¬ 
tion. The increased numbness is almost entirely in 
the mouth and on the right chin. The constant par- 



Fig. 4. Besults of the examination of Case 4 
t-welve days after operation. (Before operation the 
sensory losses -were as depicted here except for those 
on the chin which were very mild. The losses were 
also very mild, if any, inside the mouth). After 
operation the sensibilities were as follows: right half 
of tongue, gums, buccal mucosa and double hatched 
zone; light touch, O; pin prick, O; temperature dis- 
enmination, O. For the zone marked by circles these 
modaUties were about 25% of normal and for the 
single hatched zone they were about 50% of normal. 
iJeep pressure was not completely lost at any locus. 

f ^*Sht unimpaired. Motor 

function of the fifth and seventh nerves unimpaired. 

eJtpnt a rnagrammatic representation of the 

extent of the partial section of the root. 


eslhesias are the same as before operation. The results 
of the examination are depicted in fig. 5. 




Fig, 5. Besults of the examination of Case 5 eight 
days after operation. Sensibility to light touch, pin 
prick and temperature was lost on the right half of 
the tongue, gums, buccal mucosa and zone on chin 
marked by crosses. These modalities were about 50% 
of normal on the double hatched zone. In the single 
hatched zone touch was 90% with pin prick and 
temperature discrimination about 50%. The stippled 
zone represents an added margin in which pin prick 
only was about 50%. 

Note. Much -of this sensory loss was present before 
operation. The only additional loss due to the opera¬ 
tion that could be detected was that in the mouth 
and that represented by crosses and the additional 
loss to pin prick represented by the stippled zone. 

Comeal sensation unimpaired on the right. Motor 
function of the fifth and seventh nerves on the right 
unimpaired. 

The insert is a diagrammatic representation of the 
extent of the partial Section of the root. 
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the legeiici to fig. 6, The motor function of the fifth 
nerve was impaired on tlie left. 

Operation. On October 24, 1041 a partial section of 
the left sensorj* root was made. It was estimated 
that the lower half of the root was cut. See fig. 6. 

Sesult. The patient made an uneventful recovery 
and lost all semblance of the former pain. Rubbing 
and washing the face, chewing and swallowing could 
be done with complete comfort. The results of the 
examination arc given in fig. ff. 

DISCUSSION 

1. The nature of tic douloureux and the 
important role ployed hy “trigger 
zones.” 

Tlie results ivMcIt I liaise obtained by 
controlled partial sections have strongly 
convinced me of tlie important relation 
of certain sensitive or “trigger” zones 
to tlie painful seizures, for it appears 
that sensibility of these zones must be 
intact in order to initiate the seizures. 
The trigger zones are predominantly 
oral and less often perioral. Hence 
movements of the mouth such as in chew¬ 
ing, swallowing and talking are almost 
uniformly given by the patient as initiat¬ 
ing factors. The idea that the stoniadeum 
is a necessary locus of these strange 
trigger zones correlates strikingly vdth 
the fact that the tic douloureux type of 
pain occurs no where else in the body 
other than in the distribution of the fifth 
and ninth cranial nerves. The importance 
of the trigger zones suggests, but not 
conclusively, that the basic or casual 
lesion of the sjuidronie is at their locus. 
The fact that tic douloureux is predomin¬ 
antly a unilateral syndrome greatly 
weakens this suggestion. The basic cause 
as Avell as the anatomical location of the 
lesion remains to be satisfactorily 
proved. 

I have come to regard the sjmdrome of 
tic douloureux as one for which some 
pathologic iihysiology of the fifth nerve 
as a whole is responsible and to which 
the sensory integrity of the stomadeum 
is necessary. This point of vieAv differs 
somewhat from the traditional one that 


implicates the peripheral branches of the 
fifth nerve separately. Most of my 
patients have described the pain in such 
a waj^ as to indicate that it overlapped 
the distribution of the peripheral 
branches. 

2. The pattern of sensory losses after 
partial section of the sensory root of 
the fifth nerve. 

In this series of cases as well as in that 
previously reported^ the results are not 
in keeping with the proposition that the 
thirds of the sensory root correspond 
with the respective peripheral branches 
of the fifth nerve. As the root is cut from 
the inferior fibers upward, the greatest 
sensoiy losses occur first in the mouth, 
and on the lips and chin on the same side. 
As the section progresses, the sensory 
losses progress not only from below'up¬ 
ward but from the mid-sagittal plane 
lateralward. If only one-tenth to one- 
fifth of the superior fibers are left, a 
considerable zone of normal sensibility 
is retained on the entire face laterally as 
demonstrated particularly in case 1. The 
question immediately arises as to what 
the results would be if the roots were cut 
in such a way as to leave only a small 
bundle of the lower fibers. I have made 
such a partial section in only one case. 
The patient G.E. was reported in 1939.* 
He was a white man, 74 years of age, 
who complained severely of post-her- 
petic neuralgia in the left ophthalmic 
distribution. I made a partial section of 
the left sensory root of the fifth nerve 
in such a way as to leave about the lower 
one-fifth of its fibers. I stated in the 
previous publication that Doctor Clar¬ 
ence Van Epps found considerable 
sensation to be preserved on the fore¬ 
head and cheek. These findings were so 
incredible to me at the time that I 
thought they did not represent somatic 
sensibility. I saw the patient again one 
year later and was fully convinced that 
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tlie residnal 91 as sojnatic spiisjbibty The 
patient has since died of natural causes 
hut I feel it north ivhile to report a dia 
gram represi ntiiig the lesiJts of the 
examination alter the paitial root sec 
tion See fig 7 Mliile the findings in this 
patient are not tlie exact reieise of those 
wlien onl) a small amount of the ophthal¬ 
mic fibers are left, they aie leasonably 
so and indicate the -nide distiibntion 
subserved by a feiv loot fibers 

3 Wliafjiiopoitioii of the) ooi should 
be cut to abolish the patn of tic 
doulou) cuxf 

If the hypothesis concerning ora! 
tiiggei zones as gii en here continues to 
pi 01 e valid for all or most cases, then no 
doubt the minimal section that mil snb 
stantiallj dull the oial sensibilities 
would suffice I am convinced that the 
section should novel have to be as great 
as in the first three eases I am equally 
convinced that the loMoi flhois of the 
root should he cut and it is probable that 
a section of the lover half or a little less 
maj prove to be sufficient foi most eases 

COKCLTTSIOXS 

1 Oial tugger zones appear to plax 
a veij impoitant role in the initiation of 
the painful seizures of tic douloureux 
Theiefore paitial sections of the sensory 
loot of the fifth neix e should be designed 
so as to dull 01 abolish oral sensibilities 

2 Intraoral sensation of fifth nerve 
distribution is supplied by the loxver 
fibers of the sensory root jiist posterior 
to the ganglion and hence paitial sec¬ 
tions should he done from helov upward 
in the root 

3 Jlinimal sections should he the 
objective so as to obtain the best plij sio- 
logio lesiilts and at the picsent xiriting 
it appears that a section of no more than 
the lovei half of the root xiould suffice 
to abolish the pain of tic douloureux in 
most cases 

BlDI lOGKArHY 

J Urndman O R Tic Douloureiw Patful Section of the 


Root of the Ffth Cranial Nerve A Comparison of the 
Subtemporal and Cerebellar Approaches from SurR cal and 
Physologc Standpo nts Arch Surg 57 74 99 (July) 1935 

2 Hyndtnan OJan R. Tic Douloureux Eclat on of 
Trgger Zones to Painful Seizures Report of a Case Arch 

Surg 42 913 916 (May) 1941 

3 Hyndcnan Olan R Postherpetc Neuralg a in the 
D stnbut on of the Cran al Nerves E% dence for Sympa 
thettc Med ation and Surg cal Cure Arch Neurol and 
Psych at 42 ’24 252 <Aug ) 1939 

SUJIARIO 

1 La zona oial degatillo paieee jugar 
nn papel muy iinpoitante en la iniciacion 
del ataque doloroso del tic douloureux 
Poi lo tanto scceion pareial de la raiz 
scnsoria del qiiinto nemo dehe dise- 
iiaisc paia aiuoitizar 0 eliminar la sen 
sibilidad oral 

2 Sensacion intiaoial de la distribu 
cion del quinto nemo se dehe a las fibias 
hajas de la laiz sesitiva porteriore al 
ganglio y poi !o tanto la secoion dehe de 
ser de ahajo liacia arriba de la raiz 

3 Seceion minima dehe de ser el oh 
jetivo para obtener los niejores resul 
tados fisioldgicos, x al prosente tiempo 
de este esciito paieoe ser que la secoion 
de no mas de las fihras inferiores de la 
raiz son snft«iente paia eliininai el dolor 
del tic douloureux en la majona de los 
casos 

nisuxiE 

1 Des certaines zones detentrices 
orales jouent ime idle important dans 
I’lnitiation des acees de doideiir dans 
cctte affection II en r^sulte que la sec 
tion partielle de la 1 acme seiisorielle du 
cmquicme nerf atteiiuo ou aliolit les 
plienoniencs douloureux de la region 
orale 

2 La sensation mtiaoralo due a la 
distribution du ciiiqmeme nerf est four 
me pai les fibres inferieures de la racine 
sensitixc situees on arrieie du ganglion 
Les sections partielles de ces fibres doi- 
vent Ctic faites de has en haiif 

3 Les sections ntmimales olitieiment 
les meilleiirs resiiltafs phjsiologiqnes 
La section de la moitie inferieiire de la 
racine snffit dans la pliipait des cas a 
nholir la doiilcnr qni necompagnc Ic tie 
douloureux 



Reducing the Operative Mortality of Intracranial Tumors* 

J. RUDOLPH JAEGER, A.B, M.D., F.I.G.S. 

DENVER, COLORADO 


T he neurosurgeon is reminded al¬ 
most dailj’^byliis lU’ofessional breth¬ 
ren that his mortality for opera¬ 
tions around the brain necessarily must 
be huge. Manj’^ neurosurgeons, imfor- 
timately, have this same attitude toward 
their work and seldom trouble them¬ 
selves to check irp on their operative 
results. There is nothing that will stimu¬ 
late tlie surgeon to worlr harder and 
more carefully than a critical statistical 
review of the cases he has operated on. 
“Statistics can be made to prove any¬ 
thing” is a statement as true as it is 
trite but to the surgeon himself his re¬ 
view can result onl}* in untold benefit 
to himself and his patients. He owes it 
to hiniself, his profession and his pa¬ 
tients to frequentlj" tal:e a sampling 
from his surgical cases. Naturally, it 
is impossible to make careful detailed 
studies of all those he operates on, but 
at least he can study a certain percent¬ 
age of them from the standpoint of a 
particular problem, which wiU. give him 
an idea of the trend the problem is 
taldng. 

In a recent statistical analysis cov¬ 
ering two general hosj)itals (University 
of Colorado and Denver General Hos¬ 
pitals) over a period of five years, I 
found my ease mortality for operations 
for intracranial tiunors had been 8%. 
This included only fifty-five operations 
on fifU' patients, but it is sufficient to 
give an accurate index of my probable 
mortality in the other hospitals in which 
I work, a detailed study of Avhieh is be- 

^rresontcd at tho Third luternational Assemhly of 
the latornational College of Surgeons held in Mexico 
City, August, 1941. 


ing undertaken at the present time. In 
every instance a major craniotomy was 
performed by a bone flap operation (if 
a supratentorial tumor) or b)’’ rongeur- 
ing out a hole (if in the posterior fossa); 
the tumor was found and either com¬ 
pletely or partially removed. Consid¬ 
ered as o]3erative deaths were those 
occurring during the postoperative hos¬ 
pital stay, no matter hou^ long that 
period might have been. 

This stud}’'forced me to make an analy¬ 
sis of why even four cases out of fifty 
should die following a brain tumor op¬ 
eration. In this group of fifty eases, 
fifty-five operations were performed. 
There were four hospital deaths giving 
a mortality of 8% and an operative mor- 
talitj’ of 7.2%. 

TABULATION OF CASES 


No. of Percent Opera- 

Type of Tumor Tumors of Tumors Deaths tions 

Meningioma. 8 16 0 10 

Glioma .26 52 3 28 

Metastatic 

Malignancies .4 8 1 4 

Craniopharyngioma .. 1 2 0 1 

Pituitary Adenoma .. 2 4 0 2 

Acoustic Nerve Tumor .4 8 0 5 

Colloid Cyst . 1 2 0 1 

Perithelioma . 1 2 0 1 

Granuloma . 1 2 0 1 

Angioma .. 2 4 0 2 

TOTAL 50 100% 4 55 


Operative Mortalit}’—7.27 % 

Case Mortality—8% 

An analysis of the four fatal cases 
gives this interesting information; 

Case 1 was a huge, recurring glioblastoma multi- 
forme involving the right occipital lobe and extending 
into the right parietal lobe. It was planned to remove 
the right hemisphere entirely, but on exposure it was 
deemed advisable to try to save the face and arm 
centers. The dissection was carried down very near 
to the midline and even then it was not entirely 
removed. The patient died several days later from 
postoperative edema aggravated by tumor infiltration 
into the midline structures. 

Comment. Operative mortality could have been 
avoided by acknowledging defeat when the histological 


200 










J mmOLPE fA^GEP 


201 


nature of the tumor had been detorrmntd On the 
other liancl e'^tcnsiro rogectiou of the mafii offered 
the ouly hope to the patient Again it rras impossible 
to estimate the depth of the tumor without proceoling 
With its radical rtmoral 

Case 2 was tl at of a luu or one inpl m diameter 
located in the rigl t f ce cenirr and on the surface 
It was removed w thout difficulty and it was recog 
mzed as a malignant nodule with oil er similar lesions 
lu the brain Death occurred one week later from 
Signs of general cerebral edema Autopsy showed two 
other nodules not more than one inch in diameter in 
the oppoait® cerebral 1 emispl ere Each had massiTe 
areas of edema about them which involved almost 
the entire bra n utructure Tl e tumor proved to be 
a metastatic hypernopbroma On several other occa 
Bions I have seen extensive swelling around hj'per 
nephroma nodules s milar to that st-en in this case 
and it would seem to be a characteristic reaction to 
this type of growth 

Comment It as difficult to aec how a mortality could 
have been avoided m tl is case a" the primary growth 
and lung metastasia were t lo small to be diagnosed 

Case 3 was a medulloblastoma loosely entwined 
about the brain stem of a tl rco leai old child It came 
away so easily that I was encouraged to attempt its 
complete removal More tl an half of it was removed 
without lemorrhage altl ough it nas an extremely 
tedious procedure The operation was discontinued 
to be completed at another time Death occurred 
twenty four hours later Autopsy showed no metastasis 
and that its complete removal would have been 
possible 

Comment A moitality could have been avoided 
m this case by not attempting to remove a tumor of 
this tjTie Most neurosurgeons aro satisfied by verify 
mg these lesions at operation and follomog with 
X ray tl erapv This would 1 ave been a better plan 
to have followed in this case 

Case 4 was n deeply infiltrating glioblastoma multi 
forme of the left frontal lobe and corpus callosum 
which bad produced a sisellmg of the midline struc 
tures Only tissue for a biopsy was removed The 
patient was stuporous and in bad general condition 
prior to the operation and I probably now would con 
sider her too vick for surgery 

Comment This case can definitely be credited to 
poor preoperative judgment 

Harvey Cushing, in 19J2, leported an 
operative moitalitv of 10 9%, later, in 
1930, of G 8% Little or nothing has hcen 
said about operative mortality in lemov- 
ing iiitiacianiil tnmois since IVithallof 
oui past evpeiience and nen methods of 
diagnosis and irapiovcment oi smgical 
toclinic, an 8% moitality is still too high 
IIov can the risk be lessened to the point 
nheie we can assuie the siiffeici from 
an intracninal tumor that “If ■ne tan 
do him no good, at least e will do hun 
no haim ” 

Neurosurgery, as a specialty, may he 
said to have been hoin through the com¬ 


bined studies of Hari ei Cushing* at the 
Johns Hopkins Hospital and Charles 
Hainson Praziei at the Hiuversity of 
Peiiiisjlvania Spoiadic attempts at the 
removal of intiaciamal tnmois piioi to 
their tune weie onij futile, hopeless ef 
forts lesnUing in a piohihitive moital- 
ity The discmeij of air as a contrast 
medium for the diagnosis and loealiza 
tiou of intraciamal lesions hj Walter 
Dandy® of the Johns Hopkins Hospital 
added to and made seeiiie the iiositioii 
of surgeiy of the nervous system among 
the specialties 

The chnical diagnosis of snigieal le 
sioiis of the cranial cavity at the present 
tune IS ns accurate as the clinical diag 
nosis of deep seated lesions in anj othei 
pait of tho body Precision of the nenro 
logical diagnosis, with its foitiflcation 
by means of i. ray of tho skull i\ith air 
inside of the cerehiospinal fluid hearing 
spaces, has made the exact localization 
prior to operation a thing of nnques 
honed neenraoy Theiofoie the surgical 
appionoh as to location at the present 
time IS a matter of piecision probably 
equaled by the localization of no othei 
deep seated disordei in the human body 

Pol a successfully accomplished oper 
ation the fundamental piinoiples of gen¬ 
eral surgery must he applied in nemo 
surgerj to tho utmost dogi ee of meticu 
Ions care Those ai e—the pi evention and 
restoration of hcmoirhage, the a\oid 
ance of sepsis and tissue trauma and 
safety in anesthesia To the skilful 
handling of these four essential prob 
lems must be added accuracy m Uie 
diagnosis, care as to the preoperative, 
opeiativc and postoperative details and 
last, but not least, that gi eat iimncasnre 
able, intangible thing commonlj re 
ferred to as suigical judgment 

Hemorrhage is largelj prevented bj 
placing the patunt during the operation 
111 ns iicnilj tho uoct poblure ns it 
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is possible so as to eliminate venous 
congestion in the parts to be operated 
on. Infiltration of the surface structures 
by normal salt solution with adrenalin 
will further prevent bleeding. The skil¬ 
ful use of a suction apparatus will so 
clear the operative field Avhen hemor¬ 
rhage has occurred as to make the bleed¬ 
ing point visible for its control by the 
electro-coagulator. This maelnne is in¬ 
dispensable when arresting hemorrhage 
in intracranial operations and its use 
has redueed shock and bleeding to a 
minimmn. Silver clips formerly used for 
this purpose have been almost entirely 
displaced by the use of the electro-coagu¬ 
lating machine. Bleeding causes shock, 
shock is prevented by restoring blood 
to the patient as it is lost. This is facili¬ 
tated by the preoperative placing of an 
intravenous needle or cannula of such 
size that the transfused blood (citrated) 
can flow readily into the patient's vas¬ 
cular system with the same speed that 
it is leaving througli the cut vessels. 
Never should a patient's blood pressure 
be permitted to drop below a systolic 
of 90. Blood must be kept on hand in 
anticipation of its use. 

• Sepsis occurs .from three sources: 
systemic infection, contamination from 
the respiratory tracts of the patient or 
operating room personnel, and from 
unsterile dressings, instruments and su¬ 
ture materials. Systemic infection is 
avoided by close attention to the eradi¬ 
cation of grossly infected foci prior to 
the operative procedure. Necrotic teeth 
and infected tonsils are to be removed 
before the operation wherever practic¬ 
able. Vagrant organisms in the blood 
stream will localize themselves and nml- 
tiply in surgically damaged tissiies. 
Avoidance of sepsis from contaminating 
skin organisms is prevented by scrupu¬ 
lously cleaning the skin. It is quite prob¬ 
able that a skin well cleansed vdth soap 


and water will suffice to prevent infec¬ 
tion in a surgical wound but the test 
of time has shown that germicidal agents 
added to this preparation are unques¬ 
tionably more efficacious in preventing 
operative infection. Germs from the res¬ 
piratory tracts of the patient, operating 
personnel, and spectators—spread by 
talking, coughing and sneezing — are 
pi’obably the most common cause for 
operative infection following surgery in 
previously uninfected wounds. The cer¬ 
tain sterilization of insti'uments, drapes 
and dressings is no longer a problem. 
In clean surgei-y, sutures of silk have 
proven their superiority over catgut. 

The avoidance of tissue trauma is of 
greater importance in brain surgery 
than in surgery of any other part of the 
body. Delicate tissues must be handled 
in removing tumors, for example, from 
off an optic nerve, medulla oblongata 
or from the pineal, third ventricle, or 
hypothalmic regions. Yet it is a common 
experience for the neurosurgeon to re¬ 
move large tiunors from these locations 
with little damage to them and in most 
instances their function is restored by 
the removal. It is here that profound 
judgment and the greatest skill are 
necessary in order to estimate the 
trauma the tissue will stand and to pre¬ 
vent irreparable damage to \dtal parts. 

The anesthetic must be one with which 
the anesthetist and the surgeon are fully 
familiar. The simplest forms of anes 
thesia—such as a solution of novoeaine 
or general ether anesthesia with tin 
ether drop method—are to be preferrec 
except in the hands of the very expert 
, Local anesthesia is probably the safest 
but with a non-cooperative patient i 
may be the most dangerous; so it h 
necessary that the temperament of tin 
patient be evaluated before attempting 
to perform a major operation under it 

Of the general anesthetics, it is proh’ 






The Therapy of the Neurogenic Bladder* 

HAROLD C. VORIS and HERBERT E. LANDES 
CHICAGO, ILL. 


T he proper treatment of disturb¬ 
ances in bladder function and the 
consequent upper urinary tract 
patholog}^ resulting from diseases or in¬ 
juries of tlie central nervous system is 
of paramount importance to these im- 
fortmxate patients. In fact tlie length 
of life of those surviving tl\e immediate 
effect of severe and permanent spinal 
' cord injury is to a large extent de¬ 
termined by the type of care accorded 
the paralyzed urinary tract. Sequelae 
such as stone formation, cystitis, ascend- 
ing pyelitis, pyelonephritis, renal insuf¬ 
ficiency and finally death from uremia 
are all too frequently observed. Serious 
urosepsis delays or prevents completely 
tlie restoration of partial bladder func¬ 
tion, the so-called automatic or reflex 
bladder. Head and Eiddoch have slionm 
also that prolonged severe urosepsis is 
associated ndth general degenerative 
changes in the central nervous system. 
From these facts it is evident that the 
prevention of serious infection in the 
paralyzed urinary tract is of prime 
importance. 

This fear of urosepsis gave rise to a 
school headed by Yoimg and composed 
largely of urologists with considerable 
war experience, which condemned in- 
stnunentation for the relief of the 
ovei'disteuded paralyzed bladder. Since 
alarming overdistension results neither 
in spontaneous rupture of the bladder 
nor urinary suppression, many eases 
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liave been managed in this manner. Un¬ 
fortunately, mere refusal to instrument 
these patients is no guarantee against 
infection of the urinary tract, for like 
all other patients who carry residual 
urine they uull ultimately develop in¬ 
fection due to urinary stasis alone. 

Stimulated by additional knowledge of 
normal and disturbed bladder physiol¬ 
ogy obtained by eystometric examina¬ 
tions, as well as the discovex'y of new 
and amazingly effective urinary anti¬ 
septics, we have treated a large number 
of patients with acute tramnatic myelitis, 
using various forms of early bladder 
drainage witli results in many ways 
superior to those treated by the “hands 
off” policy. 

Cystometry enables one to study the 
behavior of the urinary bladder during 
artificial filling. A record of bladder 
pressure together with a simultaneous 
I’ecoi'd of cei’tain subjective phenomena 
constitutes the cystometrogram. Cystom¬ 
etry, while not absolutely essential, is 
invaluable in the diagnosis and treat¬ 
ment of tlie neurogenic bladder. It is 
of value in differentiating tiie general 
level and extent of lesions which in¬ 
terrupt either the motor or sensory side 
of the pathways concerned in bladder 
fimetion. It is equally valuable in 
cheeking the progess of the patient im- 
der treatment. However, careful clin¬ 
ical observation plus the frequent use 
of the catheter to determine the pres- 
exice and amount of residual urine can 
be substituted for the cystometer. 

A muuber of methods for studjung 
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bltidder pressure have been devised. 
Personally we feel that a continuous 
rccordinff type of instrument such ns 
that devised by Landes and Voris and 
by Lewis is es.sential. 

Since the surgeon most frequently 
meets with disturbances of bladder 
function of neurologic origin in cases 
of injury to the spinal cord or cauda 
equina and since the need for lulequatc 
treatment at the onset is very great, we 
shall consider thi.s problem fust. 

Following an acute injury of the 
spinal coni or enuda equina, there is a 
period of inactivity of the bladder ns far 
ns reflex activity is concerned. This has 
been referred to by Alunro, Ncsbit and 
Goidon, and McLellnn as the stage of 
the acute atonic neurogenic hlndder. It 
is recognized clinically by a gradually 
increasing distension of the bladder 
which may roach the level of the xyphoid 
before more or less continuous urinary 
dribbling occurs. This overflow inconti¬ 
nence is delayed until the resting level 
of pressure in the hlndder reaches a 
point sufficient to overcome the .slight 
tone maintained by the external sphinc¬ 
ter. Voris and Landes have shown by 
eyslometric studies that in a very short 
time these bladders regain snfliciciit 
tone so that during piogressive filling 
with successive fifty cc. increments of 
fluid there is a siieeession of .step-like 
Iiealts and new resting levels with addi¬ 
tional in,jeotions, each higher than its 
predecessor. They noted the similarity 
of the cystometrograin in the.se patients 
to that oiitaiiied m patients under .spinal 
anesthesia and considered that it repre¬ 
sented a true stretch leflex, due to a 
pathologic failure of the miiseulntiire of 
the bladder to aceoiimiodate itself to 
filling. 

Of great iinportnnce is the high rest¬ 
ing level of pressure that was noted in 
these bladders after the injection of 
several hundred cubic contimeter.s of 


fluid (Fig. 1). This level of pressure 
averages about forty mm. of mercury. 
Obviously, if the bladder is allowed to 
over-distend after nn acute tran,sverse 
lesion of the spinal cord or eauda equina, 
the Itidnoy.s are forced to secrete against 
a tremendous hack pre.s.snrc. Ureteral 
peristalsis protects the upper tract to 
some extent from hack pre.ssure effects, 
but in serious spinal cord injury the 
effeetir'encss of the urctcro-vc.sical 
valves ns well ns normal ureteral move- 



Tik 1 C^BtotiHiroRrum of a jtfttiont ttitli n» nmtn 
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afli t that a J«*vol of ahnut 10 inm (merrurj) of 
jiresHuro wan maintnintd 

An »n nil the cynlomeiroRrntns shown, the jirriod of 
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ments are seriously disturbed. Tlie re¬ 
markable adaptability of the normal 
hlndder to accommodate itself to filling 
with only a very sliglit rise in jiressiire, 
till- highly competent uretero-vesieal 
valves, and normal ureteral peristalsis 
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are all designed to 25i‘oteet the kidneys 
agaiiist sudden changes in intrapelvic 
pressure. The normal pressure in the 
Iddney pelvis is very slight and sudden 
elevation of tliis pressure which some¬ 
times takes place during retrograde pjm- 
lography will cause the kidney to stop 
secreting urine for many hours. Like- 
vdse, the deleterious effect on renal func¬ 
tion of all the mechanical obstructions to 
urination have long been recognized b}’’ 
urologists. These facts aloiie should be 
ample i-eason for joromding some form 
of bladder drainage innnediatel}’- after 
an acute injury to the sihnal cord or 
cauda equina. 

Another cogent reason for providing 
bladder drainage in these patients ’with 
acute spinal cord injury is the increased 
nursing care that an overflow inconti¬ 
nence entails. Furthermore, even with 
the most frequent changes of bed linen 
it is almost impossible to keep these pa¬ 
tients dry and consequently the develop¬ 
ment of bed sores, such a serious com¬ 
plication in these ijatients, is promoted. 

TYPES OF BL.mDER DEAIFTAGE 

Three tyjDes of bladder drainage be¬ 
cause of their simplicity and ready avail¬ 
ability may be considered in the man¬ 
agement of acute retention resulting 
from traumatic myelitis. They are in¬ 
terval catheterization, and continuous 
drainage either by indAvelling urethral 
catheter or by the suprapubic catheter. 

One cannot overemphasize the impor¬ 
tance of emplojung the most rigid aseptic 
technic in instrmnenting these isatients. 
Any type of catheterization is a surgical 
procedure and should be done with full 
regard for asepsis and the avoidance of 
trauma. The anterior urethra of the male 
is the habitat of numerous organisms 
'which if carried into the paralyzed blad¬ 
der l)y an instrument may cause a serious 
acute urosepsis. Coi)ious irrigation of 
the anterior urethra with a mild anti¬ 
septic such as 1-4000 potassium perman¬ 


ganate just prior to catheterization 
should be a routine procedure. Lilcewise, 
the catheter should be handled until 
sterile forceps. 

The most meticulous care ttdll not 
eompleteljf eliminate infection in these 
patients. It can, however, be controlled 
in most eases by^ the judicious use of 
the newer urinary antiseptics. Eoutine 
urine cultures will establish the type 
of organism present and aid in the se¬ 
lection of the appropriate urinary anti¬ 
septic. Sulfa thiazole has jiroved to be 
particularly effective against the staph- 
loccus, and mandelie acid iireparations 
in a higlily acid urine vdll genei'ally. 
control infections due to the colon group 
of organisms. Proteus infections are 
particularly serious because their urea- 
siflitting property renders the urine so 
alkaline that bladder ulcerations, in- 
ciTistations, and phosphatie bladder 
calculi are frequent complications. Most 
of the urinaiy antiseptics so far de¬ 
veloped are ineffectual against these 
organisms. Frequent lavage of the blad¬ 
der with 0.5% phosphoric acid is the 
most effective treatment. 

If the paralj^zed bladder is to be 
treated by drainage, which we believe 
to be the method of choice, it should be 
instituted earlj^, before the bladder has 
become greatly ovei’-distended. Over¬ 
stretching of the paralyzed detrusor 
muscle may injure it still further, and 
the disturbed circulation produced by 
over-distension predisposes the bladder 
to early and severe infection. 

Intermittent catheterization. It can at 
OJice be said that intermittent catheter¬ 
ization is iinsatisfactory. Not only is it 
time consuming and exacting if bladder 
distension is to be avoided, but it also 
multiplies the possibilities of infecting 
the bladder. Since the bladder is emptied 
onlj’’ periodically, there is most of the 
time a partially filled reservoir of in¬ 
fected urine under more or less pressure. 
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Cotistant dratnaffc. Constant drain¬ 
age, on the other hand, keeps the bladder 
empty at all times. It not only rednces 
the number of instrumentations to a 
ininiinnin, but it also keeps intravesical 
tension at zero, and thus protects the 
upper urinary tract from back pressure 
and minimizes the possibility of infec¬ 
tion from reflux of infected urine from 
the bladder into the Iddney pelves. It 
also keeps the paralyzed bladder small 
and at rest and provides for efflcient 
lavage of the i-iscus. 

The choice then lies between urethral 
and suprapubic retention catheter drain¬ 
age. The urethral catheter, if properly 
cared for, may be worn indefinitely. A 
No. IS to 22 P., double eye, hollow tip 
catheter should be passed so that its tip 
projects not more than 2 cm. inside the 
bladder, A small quantity of injected 
flnid n-iU return promptly if the catheter 
is properly placed. The catheter should 
be held in by adhesive tape and it should 
be removed, sterilized and the urethra 
thoroughly irrigated twice a week. It is 
host to perform bilateral ligation of the 
vas deferens at the time of the initial 
installation of tlic indwelling catheter to. 
prevent possible development of epidi¬ 
dymitis. This latter complication is X'aro 
however, even in cases where the pre¬ 
caution of ligation of the vas is not 
carried out. 

Di-ainage by suprapubic catheter, al¬ 
though a surgical procedure, has certain 
advantages over tlie urethral retention 
catheter, iniero suitable instruments 
and operative facilities are available, we 
regard it as the metbod of choice. It may 
he done according to the Thorhurn tech¬ 
nic. A five cm. median incision, its lower 
extremity at the symphysis, is carried 
dorni to the bladder. IVitb tbe bladder 
filled to 500 cc. or more, tbe peritoneal 
refle.-don will be out of danger. An ordi¬ 
nary forceps bold closed, is passed 
tbrongb tbe bladder wall and then tlie 


blades are supported just enough to per¬ 
mit tlie introduction of a self-retaining 
suxrrapuhic tube stretched on a long 
probe. 'When the forceps is removed and 
the probe withdrawn, the tnhe will he 
tightly gripped by the Madder wall and 
the junction will he watertight. A still 
simpler method requiring no skin in¬ 
cision is that devised by Duffy. His spe¬ 
cial trochar permits the easy introduc¬ 
tion of a No. 21 F. winged catheter 
through the abdominal wall and into the 
distended bladder witli a resulting water¬ 
tight jimetion. 

This latter method, in our opinion, is 
the simplest and most effective method 
of draining the paralj'zed bladder. Some 
form of closed irrigation and constant 
drainage apparatus should be used. Fig. 
2 (a) is a diagram of an apparatus that 
provides for continnons drainage of the 
bladder and intemiittent irrigation with 
a mild antiseptic. A Foley catheter is 
used, the dilated hag serving to retain 
the catheter in the bladder. This type of 
catheter is especially desirable for 
women. The entire apparatus is assem¬ 
bled and sterilized as a unit. It is our 
practice to change the indwelling cath¬ 
eter every five days. At this time the 
catheter is removed and the entire 
assembly is cleaned and resterilized be¬ 
fore reinsertion of the catlieter. 

Fig. 2 (b) illustrates an apparatus for 
constant irrigation as well as constant 
drainage of the bladder. An Alcook cath¬ 
eter is used in tliis set-up which is also 
assembled and sterilized as a unit. The 
air-inlet of the reseiwoir as shown in the 
di.agram is connected to the air-oiitlet of 
the drainage bottle. Landes has found 
this addition to the original apparatus to 
be of value in cases of obstruction to the 
lower urinary tract because if either 
dmiinel of the catheter becomes blocked, 
inflow of fluid into the Madder stops; 
tills can at once be recognized liy glanc¬ 
ing at the Miirpliy drip bulb. It is obvi- 
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OHS that a slight positive pressure ivill 
develop into this closed system because 
the volume of the irrigating fluid is in¬ 
creased by the addition to it of the uri¬ 
nary output. This positive pressure in 
the system if not released bj’" momentary 
removal of the stopper from the drain¬ 
age bottle, null interfere vdth the empty¬ 
ing of the bladder through the out flow 
tube and the bladder will distend. It is 
necessary to carry out this equalization 
of pressure every two or three hours. 
In cases of neurogenic bladder disturb¬ 
ance there is little likelihood of the cath¬ 
eter becoming clogged and consequently 



Fj<r. 2. (a) Diagram of apparatus for continuous 

drainage and intermittent irrigation of the bladder. 
The upper clamp to) is normal!) closed while the 
loner clamp ih) is kept open When it is desired to 
irrigate the bladder (b) is closed and (a) is opened 
until 100 cc of fluid haie run into the bladder Then 
(a) 1 = again closed and (bl opened nhieh completes 
the process until irrigation is again necessary 

(b) Diagram of apparatus for continuous irrigation 
and drainage of the bladder The flo« of the irrigating 
fluid IS regulated by the clamp abo'e the Murphj dnp 
bulb Penodu leier) t%\o to thri.e hours) opening of 
the drainage bottle to equalize pro'sure i' necessary 


this connection is usually omitted, thus 
simplifying the apparatus. 

Munro has advocated the use of 'Hidal 
drainage” in these patients. This appa¬ 
ratus provides an intermittent irrigation 
vdth automatic filling and emptying of 
the bladder. It is somewhat complicated 
and requires closer and more intelligent 
supervision than either of the two meth¬ 
ods previously described. Advocates of 
this apparatus claim that it hastens the 
appearance of reflex activity in the blad¬ 
der. Since this is primarily a function of 
reflex centers in the sacral spinal cord it 
is difficult to see how “passive exercise” 
of the bladder musculature can have 
much effect in this direction. In onr ex¬ 
perience the apparatus pictured in Fig. 
2 (b) is much simpler than Munro’s and 
is more satisfactory. 

After a variable interval of time, usu¬ 
ally several weeks or more, reflex activ¬ 
ity of the bladder appears and in favor¬ 
able cases a so-called automatic or reflex 
bladder develops. This may occur more 
rapidl)^ in incomplete lesions of the 
spinal cord. The general condition of 
the patient with freedom from urinary 
sepsis, trophic ulcers and so on is of 
great importance in promoting its de¬ 
velopment. By means of frequent cys- 
tometrograms, it is possible to record 
the various stages of the development of 
reflex activity, beginning with the earli¬ 
est small weak irregular contractions. 
From a practical standpoint the classifi¬ 
cation of the various stages is hardly 
worthwhile; in fact, there are many in¬ 
dividual variations which are difficult to 
fit into any rigid scheme. The important 
thing to ascertain is the point at which 
the reflex contractions occur regularly 
with a Itnown degree of filling, and are 
forceful enough to either completely 
empty the bladder or leave only a small 
amount of residual urine (less than fifty 
cc,). At this time catheter drainage, 
whether urethral or suprapubic, can be 
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discontinued. This stage is that de¬ 
scribed by McLellan and Nesbit and 
Gordon as the “reflex neurogenic 
bladder.” 

Unfortunately, both physician and pa¬ 
tient are usually still disappointed at 
this stage. Nursing care is complicated 
because of frequent involuntary voiding 
of urine. Tlie capacity of these bladders 
is usually 150 cc. or less; Voris and 
Landes hai'e pointed out the physiologic 
reasons why a greater capacity cannot 
be expected. Male patients can of course 
wear some form of urinal; such devices 
are much less satisfactorj- for the female 
patient. 

Reflex or automatic micturition in 
these patients is often associated ivith 
the mass reflex but is not actually part 
of it, as Holmes, and later Langsworthy, 
showed, Denny-Brown and Robertson 
demonstrated that reflex micturition 
may be initiated directly by stimulation 
of cutaneous areas innervated by the 
sacral segments. If patients can learn to 
do this they may be able to control the 
emptying of their bladder and avoid the 
use of a urinal, at least during the wak¬ 
ing hours. 

Lesions of the sacral cord or of the 
cauda equina or both (involving the sec¬ 
ond, third, and fourth sacral segment or 
their roots) give, in the acute stages, Uie 
same clinical and eystometrie picture as 
lesions in the spinal cord above the 
sacral level. The end result of such le¬ 
sions has been termed the autonomous 
neurogenic bladder by JIunro, Nesbit 
and Gordon and McLellan. Reflex activ¬ 
ity is slower to develop and the height of 
the pressure developed during bladder 
contractions is less. The parasjnnpa- 
thetic preganglionic motor neuron, with 
its cell of origin in the gray matter of the 
second, third and fourth sacral segments, 
has been cut off from the postganglionic 
neui'on in the bladder wall or the mural 
ganglia, and the reflex activity that does 


develop is due to the activity of the latter 
neuron; hence the term autonomous, 
Voris and Landes emphasized an out¬ 
standing characteristic of the cystomet- 
rograms (Fig. 3) in these cases. It is the 
tendency of the bladder after partial fill¬ 
ing to show a series of irregular, 
arrhythmic, small, poorly-sustained con¬ 
tractions. This phenomenon is diagnostic 
of such lesions. 



Fip. 3. CystojTjetrograta of a patient with a long 
standing lesion of the cauda equma. This tracing was 
made after the injection of 135 cc, of fluid into tho 
bladder. The small, irregulaf> arrhythmic, poorly- 
sustained bladder contractions characteristic of a 
chronic lesion of the cauda equiaa are xfcli Bhonm. 

The management of the bladder in 
acute cases of injury to the sacral por¬ 
tion of the spinal cord or the eauda 
equina is the same as for injuries at 
higher levels. Since neurologic disability 
is not so complete in Giese cases, many 
patients become more or less ambulant 
even before reflex aethdty is regained in 
the bladder. Straining plus manual su¬ 
prapubic pressure enables many of 
these patients (if cooperative) to empty 
their bladders even if the bladder con¬ 
tractions themselves are inadequate. 
Con.stant drainage by uretlirnl catheter 
or suprapubic cystotomy must he main- 
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tained until tlie patient can empty Ms 
bladder leaving a residual of less than 
50 ce. 

TRUE ATOlsIG STEUEOGEUIC BLADDER 

T7e bare already pointed out that the 
so-called “atonic” bladder following 
acute transverse lesions of the spinal 
cord is not truly atonic. There is, how¬ 
ever, a true atonic neurogenic bladder. 
It is seen characteristically in tabes 
dorsalis and inconstantly in a number 
of other neurologic conditions as per¬ 
nicious anemia (sub-acute combined de¬ 
generation), multiple sclerosis, syringo¬ 
myelia, etc. In fully developed cases with 
even 1000 cc. of filling (Fig. 4) there is 
no rise in bladder pressure and no sign 
of bladder contraction. In some cases 
there is considerable discomfort with 
overdistension, in others there is merely 
consciousness of bladder distension. 

Obviously in these patients there is 
loss of the normal emptying reflex of 
the bladder and marked impairment of 
sensation. The loss of reflex contractions 
is due in part—if not in whole—to re¬ 
duction of afferent impulses from the 
bladder waU. These are not necessarily 
impulses that reach consciousness, for 
reflex contractions can and do occur 
when the sacral segments of the cord are 
cut off from higher levels. On the other 
hand, with acute lesions of the lower 
dorsal or Imnbar portions of the cord, 
the patient may be conscious of disten¬ 
sion of the bladder but have no sign of 
bladder contractions. 

Since there is no increase in bladder 
pressure during filling in these patients, 
the kidneys do not have to work against 
any back pressure and artificial drainage 
is not so imperative. Dilatation of the 
upper tract when seen in these patients 
is due to chronic infection rather than to 
back pressure. "Wlien these patients are 
ambulatorj’, either a urinal or periodic 
emptying of the bladder by abdominal 
straining is often satisfactory. In bed- 



rig. r. Cystometrogram of a patient ■with tabes 
dorsalis. No bladder eontraction and no rise in the 
resting lerel of intra-vesical pressure ■nas noted ■\rith 
even 1000 cc. of filling. During the final minute of 
the tracing no fluid ivas injected, but the effect on 
bladder pressure of fiist, a cough and second, volun¬ 
tary straining are shoivn on the tracing. 

ridden patients catheter drainage or 
suprapubic cystotomy may be necessary. 
Such patients should never be treated 
with intermittent catheterization, since 
in the intervals between catheterization 
the retained urine acts as an excellent 
culture medium for bacteria. We have 
found that a satisfactory bedside urinal 
can be devised for the male by slipping 
an ordinarj’- condom partially over the 
penis and sealing it at the base vdth ad¬ 
hesive tape. The end of the condom is 
opened and a rubber drainage tube is 
slipped inside and the condom strapped 
tightly aroimd the tube with adhesive 
or cellulose tape. The drainage tube is 
led to the waste bottle beneath the bed. 
TMs device obviates the necessity for 
urethral or suprapubic drainage since it 
keeps the patient dry. It should be 
changed every few days and the penis 
thoroughly cleansed. In the female pa¬ 
tient urethral or suprapubic drainage 
may not be necessaiy. 
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As a lesnlt of lack, or tlie loss, of 
normal ceiebial inliibition of bladder 
contractions as seen in many neurologic 
conditions (e g multiple sclerosis, sub¬ 
acute combined degeneration, cord tu¬ 
mors, ceiebial aiteriosderosis, cerebral 



Fip 5 Cystometrognm of a piticnt wtlh a glioma 
of the right temporal lobe After 150 cc of filling 
thert «as a ^eak bladder contraction mth roiding 
about the catheter Another SO cc injection again 
piodueel i ncak bladder contraction with voiding 

vascular aecidoiits, brain tumors, cere¬ 
bral trauma, etc ) the patient ma> show 
moi 0 01 less urgency both dav and night 
i\ itli pi ecipitate micturition and peiliaps 
enuresis The cystometiogiam in these 
patients is tipical nbetliei the cause is 
functional oi oiganic (Fig 5) The de- 
siie to loid appeals at about the usual 
time, nz , 130 250 CO of fiUmg Honeier, 
a bladder contraction appears at this 
point 01 iiitb anotliei 50 to 100 cc of 
filling This IS m contrast to the normal 
nherc a bladder contraction 11111 not 
occur until 350 500 cc of filling This of 
course e\]ilains the urgenej and the pre¬ 
cipitate loiding 01 enuresis if such aie 
piesent Figeiici is the chief indication 
foi treatment These Madders are seldom 
infected and tliej empti tliemseli cs veri 


satisfactoidy Severe cases of tins type 
eoi respond both clinically and oysto- 
metiically to the reflex bladder that de¬ 
velops aftei complete transverse lesions 
of the spinal coid; the milder cases more 
or less appioach this '\Aniile the end 
lesnlt IS the same, the manner of devel¬ 
opment IS diainetricallj diffoient in the 
two types of patient 

Tieatment is symptomatic with tinc¬ 
ture of belladonna, ten to fifteen drops 
foiii times dailj as advised by McLellan 
and restiiction of fluids after 4 00 P if. 
to prevent enuresis Severe cases may 
leqinie a iinnal to prevent soiling In 
bedridden patients the device previously 
referred to may be used for the male. 
Large ahsoihent peiineal pads best solve 
the problem in the female 
STOIMAET 

1. The rational treatment of tlie neu- 
logcnio bladder has been neglected in 
the past, 3 ot tliei e is no other factor so 
essential to the health or comfort of 
these patients 

2 Cystometnc studies aie of great 
value in the diagnosis and management 
of the neuiogenic bladder but if a oys- 
tometer is not available, careful clinical 
obscivation plus the use of the catheter 
to deteimine residual urine, enable the 
plijsician to manage these patients 
adequately 

3 Followmg an acute transverse le¬ 
sion of the spinal cord oi canda equina, 
the bladder is not completely atonic but 
develops a considerable piessnre during 
filling In the authois’ opinion, such 
bladdeis should be diained mtli the in- 
divelling of snpiapnbic catheter. 

4 The atonic bladder of tabes dor- 
sahs develops little or no intravesical 
pressure and consequently constant 
drainage is not necessary imlcss the 
bladder contents arc infected 

5 Bladders that are iimnlubited and 

emptj- flioinselves preeipifately do not 
leqiure constant drainage he , 
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the patient dry and this can he accom¬ 
plished usually wdth some form of urinal. 
Suprapubic drainage is never indicated 
in these patients as they vdll void inter¬ 
mittently through the urethra in spite of 
the presence of the suprapubic catheter. 
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SUMAEIO 

1. El tratamiento raeional de la vejiga 
neiirogeniea ha sido descuidado en el 
pasado, y ann no hay otro factor tan 
eseneial para la salud y bienestar de 
estos enfermos. 

2. Estndios sistometricos son de gran 
valor en el diagnostieo y tratamiento de 
la vejiga neurogenica, pero si un sisto- 
metro no esta al aleance, observaeion 
clinica cuidadosa mas el uso de un cat- 
eter para determinar el orine residual, 
ayudara el medico a atender el enfermo 
adecuadamente. 

3. Siguiendo una lesion aguda tran- 
versa de la medula espinal o cauda' 
equina, la vejiga no queda completa- 
mente atonica, pero desarrolla una pre- 
sion considerable al llenarse. Es la 
opinion del autor que tales vejigas deben 
de drenarse con un cateter permanente 
0 suprapubico. 

4. La vejiga atonica de la tabes dor¬ 


salis desrrolla poca o ninguna presion in¬ 
travesical y por lo tanto drenage con- 
stante no es necesario al menos que su 
contenido se infeete. 

5. Vejigas que no estan inhibidas y se 
y se vacian precipitadamente no requier- 
en drenaje constante excepto cuando se 
quiere sostener el enfermo seco lo que se 
puede hacer usualmente con algun tipo 
de orinal. Drenaje suprapubico no es 
indicado en este tipo de enfermos porque 
ellos orinan intermitentemente a traves 
de la uretra aunque tengan el cateter su¬ 
prapubico. 

RESUME 

1. Le traitement rationnel de la vessie 
neurogenique a ete neglige dans le passe; 
pourtant, il n’y a pas de facteur aussi 
essentiel au confort et au bien-etre de 
ces malades. 

2. L’etude cystometrique est d’une 
grande valeur pour le diagnostic et le 
traitement de la vessie neurogenique. Si 
un cystometre n’est pas a la portie du 
mMecin 1’observation clinique et en plus 
I’emploi de la sonde a demeure pour se 
renseigner sur 1’urine residuelle permet- 
trant au praticien d’instituer un traite¬ 
ment adequat. 

3. Apres une lesion transverse aigue 
de la moelle epiniere ou de la queue de 
cheval, la vessie n’est pas eompletement 
atonique, et elle developpe une pression 
considerable durant son remplissage. 
D’apres 1’auteur, dans les cas de cette 
nature le drainage de la vessie doit etre 
entretenu ou par la sonde a demeure ou 
par une sonde introduite dans un meat 
cree dans la region supra-pubique. 

4. La vessie atonique du tabes dorsalis 
developpe pen ou pas de pression intra- 
vesicale; il en resulte que le drainage 
n’est pas necessaire dans ces cas. Une 
exception sera faite si la vessie ou son 
contenu sont infectes. 

5. Les vessies qui se vident precipi- 
tamment ne demandent pas le drainage 
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constant. Dans ces oas, le port d’nn 
urinal approprie suffit. Le drainage 
suprapubique n’est jamais indique cliez 


ces malades car ils urineront par la r 
urethrale malgre la presence d’l 
sonde snprapnbique. 


Honorary Fellowship in the International College of Surgeons has 
been conferred upon Professor Nicolai N. Burdenko, Chief Surgeon of 
the Russian Armies. 

The recipient of this honorary fellowsliip was bom in 1878 in Nizhni 
Lomov, Penza Province. During the Russo-Japanese "War of 1904, he 
served in the front lines tending the wmmded, for which he rvas 
awarded the Cross of St. George. He studied with I. P. Pavlov, and 
chose surgery for his life work. Dirring the first World War he 
worked in the fields of shock, treatment of skrrll wounds, and injirrres 
to the nervous sj'stem. In 1923, Burdeirko was appointed Professor of 
the first Moscow State University where he carried on research on 
blood transfusion, surgery of the lungs, anesthesia, and operations 
on the nervous system. He was founder of the science of neurosurgery 
in the Soviet Union, occupying a place there comparable to that of 
Harvey Cushing in the United States. 

Professor Burdenlro is the author of numerous works on surgery of 
the liver, the pancreas, the lungs, the stomach, and the nervous system. 
He is a member of the Academy of Sciences of the U.S.S.R.; Chair¬ 
man of the Scientific Council of the Commissariat of Public Health; 
President of the All-Union Association of Surgeons and editor of a 
number of scientific magazines. 

He has been elected a Deputy to the R.S.F.S.B.’s Supreme Soviet as 
well as to the Federal Parliament. For his work on surgery' of the 
nervous system, Burdenko received the higliest government awards. 



Intracranial Aneurysms of the Internal Carotid Artery 

and Its Branches* 

WALLACE B. HAMBY, M.D. 


P EIOE to the development of mod¬ 
ern neurological surgery, which 
permits the antmortem differentia¬ 
tion of many obscni'e intracranial 
lesions, intracranial aneurysms were 
considered extremely rare, almost im¬ 
possible to diagnose and, therefore, al¬ 
most hopeless as to treatment. During 
the last fifty years the clinical picture 
has become more sharply defined and 
successful treatment more frequentty 
effected. As in the case of other intra¬ 
cranial neoplasms, InioAvledge of the 
peculiarities of aneurysms AAdthin the 
cranium has increased un<^ they no 
longer can he considered as a whole but 
must be differentiated clinically as to 
site and state of progression. Eeeently 
many excellent papers have outlined 
their clinical vagaries and have furn¬ 
ished guide posts pointing to their 
recognition, so no attempt Avill be made 
here to consider the subject exliaus- 
tively. Attention is draAvn to the various 
types, of Avhich a few example^re re¬ 
corded. \ 

Mr. Geoffrey Jeffersoifi^ has elabor¬ 
ated upon EchAun Bramwell’s clinical 
classification to produce an excellent 
grouping according to the location of the 
lesion, exclusive of arteriovenous aneu¬ 
rysms of the internal carotid artery 
AAdthin the cavernous sinus. 

I. Apoplectic type (producing sub¬ 
arachnoid hemorrhage AAdthout 
localization). 

II. Paralytic type. 

1. Aneurysms AAuth paralysis of 
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cranial nerves, usually the 
third. 

2. Saccular (non-fistulous) an¬ 
eurysms of the internal carotid 
artery AAdthin the cavernous 
sinus. 

3. Basal aneurysms AAdth affec¬ 
tion of the visual pathAvmys. 

I. APQPLEGTIG TYPE: 

Sudden rupture of a small ‘‘berry 
aneurysm” of one of the component 
branches of the Circle of "Willis produces 
a clinical drama that usually makes the 
diagnosis eAddent. The patient, usually a 
young adult, suddenly is seized AAdth 
severe prostrating headache that may be 
accompanied by unconsciousness. Well 
marked signs of shock usually are pre¬ 
sent. On regaining consciousness the 
patient complains of excruciating pain, 
perhaps starting behind the eye, but 
rapidly spreading to the suboecipital 
region, producing nuchal rigidity and 
perhaps opisthotonos. The tendon re¬ 
flexes at first are abolished but later 
may become hyperaetiA’'e, AAdth signs of 
meningeal irritation. This clinical course 
merits the performance of a spinal pimc- 
.ture, AA^ich confirms the diagnosis. The 
fluid is bloody and is under increased 
pressure. If the bleeding does not cease 
the- patient eventually expires. If the 
leakage nf blood ceases, the signs clear 
and the jiatient may be considered to 
have recovered, only later to have a 
fresh hemoHdiage that may be fatal. 
Wliile the prognosis in this type of case 
must be guarded, the evaluation of large 
series of eases^® sIioaa’^s that it is better 
than had been believed formerly. 
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Case 1 Mr T tT (134 874), a powerfulU built, 
thirty two jcar okl man was admitted to the Buffalo 
General Ilospital on 71 ’40 On 6 27 ’40, -whilo 
swinging 1 large sledge hammer, he had suddenly felt 
famt and had a shocking bifrontal headache with 
loss of vision for fifteen or twenty minutes He was 
not unconscious but vomited three or four times He 
was taken to his home where he remained in bed 
wnth seiere headache until admitted to the hospital 
On examination the patient was drowsy and appeared 
acutely ill The neck was flaccid The pupils were 
contracted and the corneal reflexes were absent The 
deep and superficial reflexes were abolished The 
neurologic examination othenvise was noimal The 
B P was 180/103 A lumbar puncture revealed 
heaiily bloody fluid under pressure of 6o0 mm of 
water 

Diagnosis was made of spontaneous subaraclmoid 
hemorrhage, probably of aneurysmal origin Lnmbar 
puncture was repeated dailj with gradual clearing 
of fluid, fall in pressure and relief of symptoms 
The reflexes returned and no localizing signs were 
found Xrajs of the skull were normal, the piucal 
gland was visuabzed in the midbne The patient was 
discharged on 7 14 ’40, to be kept under a regimen 
of restiictod activity 



Fig 1 Case 1 Ancurrsni of right anterior cerebral 
artcri with Icj ton emngeal hemorrhage and rupture 
into the nght lattral lentride 

Two : ontlis later tlit patient suddenly fell un 
cun-^mous and died Post mortem examination (Fig 1) 
re\oalel ll^tln t atheromatius cl anges in both an 
tenor cculnl artents with a I azcl nut” sized 
ancur>«m abo it 4 cm anterior to the antenor com 
municating irter\ with ru|ture into the brain sub 
stance at tl e imdial surface of the right frontal lobe 
nlouf 3 > CM behind the pole and with very marked 
ol ler 1 emorrl ngic softening of the brain tiss le behind 
tl IS Tin. entire leptomciiuiges m this neighborhood 
•showed marked lumosidcrosis Tlic hemorrhagic •'oft 
emng had perforated the floor of the anterior horn of 
the left lateral ventricle There was old hemorrhagic 
softtning of tiie entire fornix Tho ventricles, contained 


a complete cast of recently clotted blood There was 
marked recent swelJmg of tho brain with distinct 
flattening of all gyn 

Comment This case rather typically demonstrates 
tho clinical course of a case of spontaneous subarach 
noid hemorrhage originating m a small aneury^im on 
the anterior cerebral artery Tho lesions may develop 
in congemtally weak vessel walls even m youth or in 
association with artenorsderosis in older patients 
The associated hypertension m this case made a 
recurrence likely 

n PATALYTIC TYPE 

1 Aneuiysms with paiuhjsis of 
cranial nerves A nonlealang- lesion of 
this category may siimtlate inti acranial 
neoplasm so closely that its tme nature 
IS disclosed only at tlie operating table 
A lealong one may simulate idiopathic 
suhaiaclinoid hemoriliage except that 
isolated paialjsis of a cranial neiae, 
perhaps mei e dilatation of a pnpil, may 
indicate its location If the hemorrhage 
recurs and the location of the lesion can 
he deteimined elinicaUj oi hj cerebral 
arteiiography, attempt inaj be made to 
isolate the lesion by “trapping” it he 
tween silyer chps at craniotomy Accu¬ 
mulating reports in the hteiatnro pro\e 
that this may be successful; the author 
has not jet accomplished this The rc- 
poit of an nnsuceessfnl attempt will 
dlnstrato the chaiaoteiisties of this 
group of cases 

tvSE C Mr R M, (I3S SM) 1 forti fi>o Tear 
ol 1 clerk wis ndmitted to tho Buffalo General Hospital 
ou 12 9 ’40 "Wl lie walking to church on 1131 ’40 
he suddenh “folt something snap” in liis head and 
had severe headache tinnitus vertigo blurred viMon 
and neck ngiditv He was not uncuntcious and man 
agtd to talk homo wl ere le lenmiiul not com 
plctcl) confined to bed Four dais later th headache 
inert isel and ht begin loiniting fiertrelv Pam 
radiatol down tl c b lek to the sacrum and down both 
lega 

On examination the cranial ncrM.s were normal 
Tho left ten Ion reflexes were hvpcractire and Babin 
•«ki a sign was pri^cnt on the loft The BP was 
182/112 I uml ar puncture revealed bloodr fluid 
unlcr incrca'»cd pressure 

With daih spinal puncture® the ®puial fluid pre? 
‘•un, gradually fell U e flui I ck ircd an I the signs 
and symptoms cleared up The patient was discharge 1 
hi nralulaicc on 12 23 40 V® he was being cirricd 
into lux 1 ome tie ®Mnptoms suddenly recurred and 
lie was bn u„! t I ark to the hospital Lumbar puncture 
rev lie I fredi lemtrrhnge Unlcr treatment as be 
fon the Signs of meningeal irritation gradualh 
cleared On 12 29 ’40 he complninel of severe pain 
over tl e right orbit, then develop d d ' n difata 

V 
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tion of the right pupil and a lag in all the eye 
movements. Fresh blood again appeared in the spinal 
fluid. Autohemotherapy veas instituted. The fluid 
again cleared but he developed ptosis of the right 
lid, dilatation of the right pupil and fixation, pro¬ 
trusion and tenderness of the right eyeball. 

Hemorrhages were recurring frequently and clinical 
signs now indicated the location of the lesion at or 
near the point of entry of the right internal carotid 
artery into the skull. On 1-7-’41 the chiasm was ex¬ 
plored. A very thin walled aneurysm was found to 
arise from the junction of the internal carotid with 
the posterior cerebral artery. The lesion ruptured 
during exploration. Silver clips were placed on the 
internal carotid artery above and below the lesion 
and on the posterior cerebral artery just belund it, 
controlling the bleeding. This collapsed the lesion 
which then was coagulated by eleetrocautery and was 
surrounded by muscle packs. The patient never re¬ 
gained consciousness; he gradually developed com¬ 
plete left hemiplegia and expired five days after 
operation. 

Post mortem examination revealed evidence of 
recent but no fresh subarachnoid hemorrhage. There 
was marked softening without hemorrhage, in the 
area supplied by the middle cerebral artery, includ¬ 
ing the entire internal capsule, globus pallidus and 
anterior part of the optic thalamus. The right hemis¬ 
phere was swollen. Atherosclerosis was found in 
several of the cerebral arteries. 

Comment: In retrospect, one may conclude that a 
more favorable outcome might have been obtained 
had the patient been subjected to a period of digital 
ompression of the carotid artery and ligation of 
iho artery in the nock prior to craniotomy. At the 
time, the patient’s condition seemed so' critically 
balanced that it was not deemed wise to subject the 
walls of the aneurysm to the "internal massage” 
that carotid compression would have produced. This 
decision was strengthened by the fact that the bleed¬ 
ing recurred spontaneously with the patient absolutely 
quiet. 

2. Saccular aneurysms of the internal 
carotid artery within the cavernous 
sinus. After it enters the skull, the 



Fig. 2. Helations of the internal carotid artery 
within the cavernous sinus. 


carotid artery (Fig. 2) makes an S 
shaped course rnthin the cavernous 
sinus. It is in relation here to a number 
of important nerves tvithin a ver 5 >' re¬ 
stricted space and its dilatation produces 
the ‘'cavernous sinus syndrome.'^ This 
has been called the syndrome of Foix, 
who described it in 1922®, but as Jef- 
erson^^ stated, it was described earlier 
by Bartholow" in 1872 and by Stopford 
in 1917. The syndrome was described by 

A.dams^ in 1869, but its diagnostic sig¬ 
nificance was not stressed at that time. 
The relation of various parts of the 
artery to its neighboring nerves allows 
the cavernous sinus syndrome to be 
divided into three parts. Jefferson’s 
article^^ listed several examples of each 
type. 

A. Posterior cavernous syndrome: 
Here the aneurysm presses upon 
the sensory and perliaps the motor 
root of the trigeminal nerve, pro¬ 
ducing pain and liypesthesia of the 
entire face. Ipsolateral ophthal¬ 
moplegia may lie complete or may 
be confined to the sixth nerve alone. 

B. Middle cavernous syndrome: 
Pressure of the aneurysm on the 
ophthalmic and maxillary branches 
of the fifth nerve is associated Anth 
paralysis of one or all of the nerves 
to the extra ocular muscles. 

C. Anterior cavernous syndrome: 
Here the ophthalmic branch of the 
fifth nerve alone is involved. The 
third nerve, or all of the nerves to 
the extra ocular muscles are paretic. 
In addition to the evidences of 
cranial nerve compression, the 
patient may display nonpulsating 
exophthalmos, AAuth chemosis of the 
conjunctiva and engorgement of the 
retinal and conjunctival veins. This 
occurs if dilatation of the artery 
produces rapid occlusion of the cav¬ 
ernous sinus, obstructing venous 
drainage of the orbit. Exophthal- 




220 IKTSACSANIAL AKEUBYSMS OF TSE INTESNAL CAROTID ARTERY AND ITS BRANOBES 


Post mortem examination (Pig. 4) revealed a 4 cm. 
aneurysm of the left internal carotid artery rvithin 
the cavernous sinus and a 2.5 cm. aneurysm of the 
right. Both optic nerves -were atrophic from pressure 
of the aneurysms. The branches of the left fifth nerve 
were tightly adherent to the aneurysmal wall. There 
was typical pressure atrophy of the basal and medial 
gyri of both temporal lobes. Both lungs showed 
grayish hypostatic pneumonia. 

DIAGSTOSIS 

The signs and symptoms prodnced by 
these lesions in varions locations have 
been considered. Althongh one of our 
patients ivas Inetie, sj'philis is found in 
no greater percentage of patients suf¬ 
fering intracranial aneuiysm than in the 
general iDopulation. If the onset is ac¬ 
companied by subarachnoid hemorrhage, 
the nature of the lesion is apparent 
immediately. If the lesion does not leak, 
the abrupt onset of s3Tnptoms and signs 
should put one on guard. In some' 
patients the progress maj^ be slov* and 
indistinguishalile from that of a neo¬ 
plasm. 

Trigeminal Phenomena. Pressure of 
cavernous sinus aneurysms of the inter¬ 
nal carotid artery upon the trigeminal 
root, ganglion and branches, usuallj'^ 
produces pain that is more or' less con¬ 
stant, often Amth acute exacerbations, 
usuall}' less seA’^ere than that of trigem¬ 
inal neuralgia. The pain is accompan¬ 
ied bA’ sensoi'A* impairment in the domain 
of the compressed trigeminal division. 
In one of m3- cases, the pain Avas t3T3ical 
of tic douloureux and an injection of 
the division Aims made for its relief. The 
nature of the lesion Avas not suspected 
until sellar erosion Avas demonstrated b3’^ 
roentgenograply-. It is helpful to com¬ 
press the carotid arter3- digitally in 
these cases; the trigeminal pain due to 
the pressure of an aneur3mm usually is 
relieved AA'hile the aneurysm is obliter¬ 
ated. The application of' this simple test 
is demonstrated in Case 3 . 

Roentgenography. The roentgen 
diagnosis of intracranial aneurysm 
depends upon: (a) opacities in the AAmll 



Fig. 4. Case 4, Bilateral aneurysms of the internal 
carotid arteries. 


of the lesion, (b) erosions of the contig¬ 
uous bone, and (e) arteriograply^ 

(a) Bnpture and stretching of the 
normal arterial tunics, Avith subse¬ 
quent connectiAm tissue repair often 
is associated Atith deposition of cal¬ 
cium salts. These dejiosits ma3^ con¬ 
sist of scattered, small plaques be¬ 
side the sella or in extenshm 
deposits that alloAv the AAdiole dome 
of the lesion to be Adsualized (Pig. 
3 ). The small scattered plaques may 
shnulate the calcium contained in 
the Avails of craniopharyngiomas, 
unless the3’- can be lateralized beside 
the sella. If the lesion has produced 
AusAfal field defects also suggestive 
of craniopharyngioma, the difficulty 
in diagnosis is obAuous. Fortunately 
this coincidence is of rare occur¬ 
rence. The deposition of sufficient 
calcium to alloAV roentgenographie 
visualization depends upon the age 
of the lesion. 

(b) Erosion of the contiguous bone 
appears most commonly as destruc- 
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■tion of the sella turcica. While the 
sellar erosion may simulate that 
due to pitiritary adenomas, this is 
not often a matter of confusion, al¬ 
though Bozzoli^ stated that arteriog¬ 
raphy is the only means of differ¬ 
entiating the etiology of sellar 
erosion. The erosion due to 
aneurysm is usually confined to one 
side of the sella wth a tendency to- 
\vard elevation or destruction of the 
anterior clinoid process. The tip of 
the petrous ridge may he eroded as 
seen in the Tomie position. Lesions 
in the anterior portion of the cav¬ 
ernous sinus frequently erode the 
sphenoidal fissure and the lover and 
outer portion of the optic canal. 

(c) Cerehral arteriography: The 
roontgenograpliio visualization of 
the intracranial portion of the 
internal carotid artery and its 
branches during their injection rvith 
contrast media as devised by- 
Moniz'“, offers a means of precise 
diagnosis of these lesions. JIatas’° 
hailed its conelusiveness. Dandy' 
raised the question as to whether a 
negative tost would exclude an an¬ 
eurysm from consideration, since 
partial thrombosis of the content 
might prevent the development of 
the typical picture. Angiography 
probalily will furnish the best clue 
as to the precise localization and 
operability of aneurysms of the 
Circle of Willis. 

TnCAT.Mr.XT 

Reports'® concerning suiwival periods 
testify that some patients may live for 
years with various disabilities, hut active 
intervention usually is advisable. The 
treatment depends upon the location of 
the lesion. A subclinoid aneurysm witli- 
in the cavernous sinus usually responds 
to ligation of the intenial carotid artery 
in tile neck. Since snddon occlusion of 
the artery may result in massive hemi¬ 


spheric ischemia, it is advisable to 
attempt to promote the development of 
adequate collateral circulation above the 
point of occlusion by preliminary gradu¬ 
ated digital compression of the artery in 
the neck. Wlien the patient can tolerate 
■without symptoms occlusion of the 
artery for fifteen to thirty minutes, it 
probably is safe to ligate the artery. In 
some patients who tolerate compression 
poorly and whose condition precludes 
long delay, it is safer first to ligate the 
common carotid artery. This permits 
reverse flow of blood from the external 
into the internal carotid to continue cere¬ 
hral circiflation. After further digital 
compression proves it safe, the internal 
carotid can he ligated. In one patient” 
■vrith arteriovenous aneurysm, it was 
possible to ligate both internal carotid 
arteries -ivithout damage to the patient 
by can-ying out these stage ligations. 
Wlien the lesion projects into the cavern¬ 
ous sinns and leaks into the subarach¬ 
noid space, ligation of the artery in the 
neck will not always he sufficient. Dandy” 
has shown! that the internal carotid 
artery may bo closed -irith a silver clip 
above the cavernous sinns and below the 
intracranial branches, “trapping” the 
aneurysm from the circulation. Werner, 
Blnkemoro and King'” cured a large 
aneury.sin at this .site that did not 
respond to carotid ligation by “-wiring” 
and electro-coagulation. 

Leaking intracranial aneurysms that 
can he localized clinically or by arteriog¬ 
raphy should ho cured surgically if 
possible, since fatal rccnrroncc is always 
a sword hanging over the patient’s head. 
Cure may he olTected simply by ligation 
of the internal carotid artery within the 
neck, as Walsh” reported. Thi.s may not 
snfliec, however, and visualization of the 
lesion by craniotomy becomes necessary. 
If the lesion has a pedicle, this may ho 
occluded with a silver clip, as in Dandy’s 
case”. If tlie lesion is on one of the com- 
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municating arteries, tlie vessel may be 
clipped on each side of the aneurysm, 
thus occluding it, as Fincher” recorded. 
Before operation one cannot be sure that 
the carotid is not involved in the lesion 
and that carotid occlusion Avill not be 
neeessar}^, as in our case 2. This makes 
it ad^dsable to ‘‘condition” the circula¬ 
tion by progressive digital compression 
prior to surgerj’-, so that if carotid occlu¬ 
sion is found necessary it will be less 
hazardous. 

Nonsurgical treatment of unlocrlized 
intracranial aneurysms Avill not be con¬ 
sidered here althougli reference may be 
made to the excellent article by Richard¬ 
son and Hyland^®. 

SUMiMAKY 

A J'csume is made of the various t;i pes 
of aneurysms of the internal carotid 
artery and its branches. Proven 
examples of various types are recorded. 

A case of rare bilateral internal caro¬ 
tid artery aneurysm is recorded. 

Essentials of diagnosis are outlined. 

Treatment consists of isolation of the 
diseased vessels from the circulation. 
The means of accomplishing this varies 
with the location of the lesion. The sur¬ 
gical principles are discussed. 
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STTMARIO 

Un resmnen es liecbo de los varies 
tipos de aneiirismas de la arteria caro- 
tida interna y siis remas. Ejemplos 
probados de varies tipos son mostrados. 

Un ease rare de anenrisma bilateral 
de la arteria carotida interna es mosti’a- 
do. 

Elementos esenciales de diagnostico 
son subrallados. 

El tratamiento consiste de aislamien- 
to del vaso enfermo de la eirenlacion. 
1ms medios de realizarlo varia con la 
localizaeion de la lesion. Los prineipios 
qiiinirgicos son diseutidos. 

RESUME 

L’antenr nous presente im resume des 
differents types d’anevrismes mteres- 
sant I’artere carotide interne et ses tri- 
butaires. Des eas sont cites. 

Un cas rare d’anevrisme bilateral de 
Fartere carotide interne est rapporte. 

Les signes essentials du diagnostic 
sont discutes. 

Ponr le traitemeut, il faut isoler la cir¬ 
culation dans les vaisseaux atteints. 

Les mesures a nrendre sont dietees par 
le siege de la lesion. Les prineipes chir- 
urgicaux a employer sont diseutes. 
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Lesions of the External Peroneal Nerve 

RELIEF BY TRANSPLANTATION 

O G HUDSON, MD 

HEMPSTEAD, N Y 


M ost surgeons are familiar ivith 
the ulnar palsy occurring in the 
hand folloiving some acute in¬ 
juries at the elbow, and folloiving years 
after malunited fractures about the el¬ 
bow These lesions are relieved by trans¬ 
plantation of the ulnar nerve from its 
groove behind the elbow mto the soft 
muscle space in front of the medial epi- 
condyle 

Similar lesions occur in the lower 
extremity over the external peioncal 
nerve distribution This nene is very 
easily injured because of its superficial 
course around the head of the fibula 
Treatment is difficult if the secondaiy 
changes cause continual pressiiie over 
the nerve 

Transplantation of this nene has 
been done in four cases with relief of 
all sjunploms Because of the anatom¬ 
ical situation of the nerve, the head, 
neck and upper one inch of the fibula 
weie excised The nerve was then trans¬ 
planted into this defect ivitlioiit tension. 

Kesection of the upper poition of the 
fibula permits the peroneal nerve to take 
a shorter route, thus allownng for the 
increase in nerve length demanded in 
the surgical correction of genu valgum 

E A Eemale, White, Ago 61 
On 5 24-40 stated that for ono and one half years 
she had had pam in the left calf of aevere type, 
cramping in nature, aggravated by miking and 
Btraightening the leg 

Examination showed a peripheral vascular disease 
bilaterally, decreased sensation over the peroneal dis 
tnbution in the left foot, inability to straighten the 
left knee due to pain, treasure over the peroneal 
nerve caused exquisite pain and referred pam to the 
foot The calf was atrophied 


On 6 2 40 exploration of the peroneal nerve was 
done A chondroma arising from the upper tibio fibular 
joint was found projecting posteno laterally against 
the peroneal nerve To remove the tumor completely 
the head of the dbula was rejected The peroneal 
nerve was transplanted into this defect Complete 
relief of pam was obtained On 2 20 42 patient had 
normal extension flexion to 120 degrees There was 
some Bub patellar crepitus in the knee There was 
no complaint 

H K Female Wlnte Age 38 
Patient was in an auto accident in December 1930 
receiving a fracture of the tibial condvles There 
was an old defoTmitv of the leg with hvperosthesia 
of peioncal distribution in the foot Pam was con 
stnnt on walking before the accident 
An open reduction was done ivith fixation of the 
tibial condjies by a screw The peroneal nerve was 
dissected out and the upper end of the fibula removed. 
The none was transplanted Peroneal symptoms dis 
appeared In December 1041 the patient had no 
complaints Kncp motion showed the greatest angle of 
flexion to be 185 degrees, and the greatest angle of 
extension to be 180 degrees 
J P Male White, Age 42 
Patient was first seen on 7 7 40 at which time he 
states that in 1917 he bad been ^hot in the region 
of the right fibular head In 1039 he had an abscess 
in the region of the right upper leg After this he 
developed severe pam radiating from the knee to the 
foot, of the pm and needle tjpc This was made 
worse bv walking Examination shoiscd a fixed equinus 
of the right foot, flexion deformity of the right knee 
and hip, weakness of all the dorsiflcxors of the right 
foot Pre«suro o\er the scar near the lead of the 
fibula caused severe pain ndintmg to the foot There 
was hyperesthesia of the outer side of the foot 
On 7 10 40 an operation revealed very extensive 
varicosities of the peroneal nerve for four inches above 
tho head of the fibula and two inches below About 
the head tho nerve a as so constricted that the siro 
was smaller than normal The nerve above the con 
stnction ivas about the sizo of an adult thumb Tlie 
head and neck of the fibula >\ero remoied and the 
nerve was transplanted The pam was relieved in 
forty eight hours 

In December of 1941 patient was still free of pam 
He still had the flexion dcfonnitv of the hip 
M M Male, Wltite, Ago 5C 

On 1114 41 patient complained of pam In the left 
foot and along the outer side of tho leg radiating 
to tho knee This was aggravated by walking He 
stated that the fourth and fifth toes were dead and 
that the outer side of the log burned continuallv 
Examination showed a peripheral vascular disease 
bilaterallr, numbness oier the entire peroneal dis 
tnbution, weak dorsiflcxors and peroneal muscles 
Pressure in the region of the head of the fibula caused 
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severe pain, similar to the pain of which patient 

complnmed. exploration revealed a chondroma of 
ihe fahellum present. The nerve showed marked 
varicosities. The tumor was removed and the head and 
neck of the iibula resected. The nerve was trans- 
nlanted. On 12-20-41 there was no return of sensation, 
but none of the former pain was present. 

SUMMARY 

The author reiiorts four cases in 
Avhich transplantation of the peroneal 
iiei’ve caused immediate cessation of 
pain. 


StJMABIO 

El autor reporta quatro casos en los 
cuales transplantacion del nervio pero¬ 
neal causa el inmediante cesacion de 
dolor, 

KESTTME 

L’auteur rapporte quatre cas dans 
lesquels la transplantation du nerf pero¬ 
neal amena une cessation immediate 
de la douleur. 


All Fellows, Members, and xissociate Members of the 
International College of Sui’geons, as well as the new 
candidates to be inducted at the Denver meeting, are 
requested to bring their caps and gonms to the xlssembly. 
These aitJI be worn in the academic procession of the 
Convention by all except men in uniform, who will not 
wear caps and goivns. 




Observations on Herniated Discs and Hypertrophied 
Ligamentum Flavum 

PAUL G. FLOTHOW, M.D. 

SEATTLE, WASHINGTON 


T he SDBGICAL entities of lierni- 
atecl disc and liypertropliy of the 
ligamentum flavum have probably 
received a greater build-up than any 
other of modern times. The literature of 
the last five years has been replete with 
articles regarding these conditions and 
their treatment. 

Historically, it is interesting to Icnow 
that neurosurgeons have been removing 
cartilaginous bodies from the spinal 
canal for many years without recogniz¬ 
ing the true nature of these lesions. As 
far as we can determine Dandy' was the 
first to recognize them, and reported to 
this effect in 1929. Apparently not too 
much attention was paid to Dandy’s 
report, and it was not until iMixter and 
Barr" -wrote on the subject in 1934 that 
the profession really directed its atten¬ 
tion toward these conditions. Since the 
time of their report it has rapidly be¬ 
come “open season” on discs all over 
the country, and whenever such enthu- 
siasnr occurs there are bound to be many 
errors and many untoward results. 

Literally thousands of backs have been 
operated upon for discs in the last seven 
years, and undoubtedly many of them 
imnecessarily so, and many of them -witli 
poor results. 

It is not the purpose of this paper to 
add another testimonial to the many 
already occurring in the literature, hut 
rather to point out part of that side of 
the picture which is too often left xmtold 
in medical literature; in other words, tlie 
bad side of the picture. 

Since so much has been written about 
how to diagnose these lesions, the prob¬ 


lem now ceases to be how to diagnose 
them, but rather how to keep from diag¬ 
nosing them. For the sake of complete¬ 
ness, however, some of the cardinal find¬ 
ings should be again emphasized. 

A history of recurrent attacks of low- 
back pain, usually uitli sciatic radiation, 
which may or may not respond to con¬ 
servative measures should lend to the 
suspicion of such a lesion. If there is a 
history of a definite back injury ante- 
ceding the onset of symptoms, one should 
be even more suspicious, since approxi¬ 
mately 85 per cent of the cases have a 
definite history of back injury. These 
patients commonly complain of pares¬ 
thesias in the extremity, intermittent 
weakness, relief or aggravation of pain 
on change of position, and referred pain 
on cougliing and sneezing. They may 
have any or all of the following cardinal 
findings present: Imubar muscle spasm, 
limitation of motion, tenderness over 
spinous processes, atrophy, diminution 
or absence of reflexes in the lower ex¬ 
tremity, and sensory disturbance which 
is most apt to be in the calf or the outer 
side of the foot. 

If herniated disc is such a common 
lesion and one that should warrant sur¬ 
gery being performed on the thousands 
of cases that have been reported, tlicn 
it might well occur to the independent 
thinker to wonder what has happened to 
all of the hundreds of thousands of 
people having these discs tliat have not 
been operated on in the past generation. 
In other words, why is the world not 
full of disc cripples? Tliere can be only 
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one answer to this, and that is that the 
majority of the people having these 
lesions must either have obtained relief 
spontaneously or by therapeutic mea¬ 
sures of a conservative nature. It is my 
personal opinion that at least 85 per 
cent of all cases of herniated discs can 
be relieved by non-surgical measures. 

The practice of advising operation 
immediately on the diagnosis of her¬ 
niated disc vdthout the emplo 3 Tnent of 
all of the various conservative measures 
is therefore certainly reprehensible. I 
have seen a number of patients who had 
all of the cardinal points in their history 
and all of the points in the examination 
neeessaiy to make the diagnosis of her¬ 
niated disc. There is no question in my 
mind that had I operated on these same 
cases I would have found a nice, large 
“juicy” disc and would in all probabil- 
itj' have cured the patient. However, I 
feel that so many of them could be cured 
vuthout operation that this should never 
be done until ehronicity is established 
and conservative measures have failed. 

Among the conservative measures 
Avliich should be used, or which should 
be attempted, are manipulation, easts, 
extension, braces and other orthopedic 
procedures including physiotherapy, 
diathermy, etc. 

I have foimd a very innocuous pro¬ 
cedure to be curative in a number of 
eases, nameljq the old and now neglected 
epidural injection of novocaine and 
saline. In j^ears past a very common^ 
used method for the treatment of so- 
called sciatica was the use of epidural 
injection, and in most hands relief was 
obtained in from 50 to 60 per cent of 
these cases. There is no question what¬ 
soever in my mind but that many of 
these cases cured by epidural injection 
actuall}'" had herniated discs. I have had 
several cases that I am absolutely cer¬ 
tain had herniated discs, in whom by 
virtue of the fact that ehronicity had not 


been established, epidural injection was 
tried and immediate relief obtained. 
This is perhaps true only in those cases 
that have not gone many months or 
years. It should most certainly be tried 
in earty cases, and there is nothing to 
be lost in trjHng it in chronic cases. 

Let us assume that in spite of all 
various conservative measures men¬ 
tioned the patient still continues to have 
recurring attacks of disability and has 
developed the cardinal findings of her¬ 
niated disc. Then, and onlj'' then, should 
surgery be considered. 

DIAGXOSrS 

Wlien the time has arrived for consid¬ 
ering surgery, then the question of posi¬ 
tive diagnosis arises. There is only one 
absolutely certain way of diagnosing 
and localizing these lesions, and that is 
b}’- means of intraspinal lipiodol. I shall 
not go into the various pros and cons of 
the use of this contrast media except to 
state that in non-compensation cases 
there is no valid contra-indication to its 
use. In compensation cases, however, it 
should be used only as a last resort be¬ 
cause of the various medico-legal aspects 
which may follow its introduction into 
the spinal canal. 

Air myelography has the advantage 
of simplicity, and the fact that it leaves 
no x-ra)’' or other evidence of its use. It 
has, however, the distinct disadvantage 
of being a most inaccurate procedure, 
and it is pretty well agreed that a nega¬ 
tive air myelography does not by any 
means rule out a herniated disc. A posi¬ 
tive air is diagnostic, but even here mul¬ 
tiple lesions maj’’ be missed unless 
checked bj’’ lipiodol. 

Is it possible to definitely diagnose 
and localize a disc clinically? Spurling® 
says it is in the vast majority of eases. 
Dandy^ reasons as folloAvs: Since 85 to 
90 per cent of all of these lesions are 
either in the fourth or fifth lumbar inter¬ 
spaces, it is not necessary to use a con- 
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trast media. Exploration of the fourth 
and fifth interspaces mil disclose 9 out 
of 10 of the lesions. The onlj' trouble 
lyith this reasoning is that one "wonders 
about the other 10 to 15 per cent, "where 
the lesion may be in one of several inter¬ 
spaces. A successful “batting average” 
of 90 per cent is not too had, and perhaps 
this reasoning is valid. In the remaining 
10 per cent "where the lesion is not dis¬ 
covered, it -would become necessary to 
use lipiodol and a second operation 
■would have to follow after correct local¬ 
ization of the lesion. 

My orvn feeling regarding this ques¬ 
tion is that in medico-legal or compensa¬ 
tion oases, operation could "well he per¬ 
formed on tlie clinical diagnosis without 
the use of lipiodol, and those cases in 
•which the lesion "was not discovered 
could be checked "with lipiodol if they 
failed to get relief. In this way 'we would 
avoid the use of this contrast media in 
90 per cent of the oases. In private 
cases, however, I cannot see that Hpiodol 
offers so many contra-indications as to 
warrant the exploration of 2 or 3 inter¬ 
spaces or even multiple operations "when 
the operation could be limited to one 
definite interspace follo'wing tlie use of 
lipiodol. 

Perhaps all of us may some day reach 
the excellent diagnostic level where we 
can definitely localize the interspace as 
Sparling does, and we tlien can dispense 
with contrast media entirely. 

Herniated and Protruded Discs. 
There has been very little "written re¬ 
garding the differentiation between her¬ 
niated and protruded discs. One would 
judge, therefore, that most authors use 
the terms interchangeably. In my expe¬ 
rience they should be very definitely 
differentiated since the results in the 
two conditions are entirely different. I 
am unable to state how this differentia¬ 
tion can be made clinically. I do feel 
that it can be made roentgenologically 


in many eases using lipiodol as a con¬ 
trast media. My roentgenologic con¬ 
freres, however, do not agree "with this 
concept. If the defect in the lipiodol 
column is a sharply punched-out one, I 
feel very confident that I -will find a 
herniated disc, and always do. When, 
however, the defect is one in the nature 
of a rounded V or an hour-glass type of 
deformity, then I am inclined to believe 
that I am going to find a protruded 
rather than a herniated disc. There are 
several gradations between these two 
pictures which I am unable to classify, 
hut I feel that at both extremes one 
should be able to recognize them roent¬ 
genologically. The defect produced by 
ligamentnm flavum -will be discussed 
later. 

Pathologically I differentiate between 
herniated and protruded disc as follows: 
The herniated disc is a true herniation 
of the nucleus pulposus and the annulus 
fibrosis into the spinal canal. Many 
times it is lying free and needs only to 
be “pluclted out.” In other cases, when 
the posterior longitudinal ligament is 
severed, it extrudes itself almost like 
tooth paste coming out of a tube. In a 
few cases it is necessary to curette, but 
always a definite structure, either in one 
large, or several smaller pieces, is easily 
removed. The protruded disc offers an 
entirely different picture. After cutting 
the posterior longitudinal ligaments 
there is no extrusion of the disc, and it 
is necessary to curette it out and remove 
it piece-meal. In other words, it is a 
more or less solid structure having none 
of the characteristics of the previously 
described herniated disc. 

Wliere multiple discs are reported, it 
is my experience that they are practi¬ 
cally always protrusions rather than 
herniations. In my limited experience 
I have never seen more than one true 
herniation of a i'" m a ' •! 

have seen a i .. 
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■\vliere one lias been a true herniation 
and tlie others a protrusion. 

Not only should these lesions he dif¬ 
ferentiated clinically and pathologically, 
hut it is my opinion that they have an 
entirely different etiology. It 'would 
seem that a herniated disc is a true 
herniation as described and is due to 
injury to the hack or to extraordinary 
strain, or to wealcness of the retaining 
membranes. The protruded disc on the 
other hand is simply an exaggeration of 
a normal structure, and might he better 
called a hypertrophied disc rather than 
a protruded one. This apparently fol¬ 
lows long-continued strain on the liga¬ 
mentous and disc structures rather than 
a single or repeated hack injury, and it 
is reaUy a hypertrophied and protective 
mechanism on the part of nature rather 
than a herniation. In other words, it 
must he entirely analogous to the hyper¬ 
trophied ligamentum flavum which I 
shall discuss at this time. 

Hypertrophied ligamentum flavum. 
Hypertrophied ligamentum flavum per 
se is a diagnosis which in my opinion 
signifies that the underlying pathology 
has either been misdiagnosed or has not 
been found. It is sometimes difficult to 
differentiate between the various lesions, 
even -with lipiodol. I have seen cases in 
which the hypertrophy of the ligament 
was so marked, and had extended so far 
laterally and anteriorly, that I am con¬ 
fident that it would be impossible to dif¬ 
ferentiate it roentgenologically either 
from a herniated or protruded disc. 
IVlien the major deformity is in the an¬ 
terior aspect it is most apt to be a her¬ 
niation or protrusion. In the first 50 
cases that I operated I found only hyper- 
tropMed ligaments and no discs in 9. 
This is entirely too ’ugh a percentage. Of 
these 9 cases only 2 -Ware such that I felt 
the ligament was the primary cause of 
the trouble, and neither of these has had 
a particularly good result. Out of the 


last 20 eases in only 2 have I been forced 
to make this diagnosis. 

_ It is my opinion that hypertrophied • 
ligamentum flavum as a cause of low- 
back pain and sciatica has been very 
much overrated. I feel that the hyper¬ 
trophy indicates underlying pathology; 
either a disc or the existence of a struc¬ 
tural weakness of the back, and the 
hypertrophy of the ligament is one of 
Nature’s efforts to immobilize the neces¬ 
sary joints. It is, therefore, a protective 
mechanism rather than a prhnaiy path¬ 
ology. It is true that in some cases the 
hypertrophy becomes so marked as to 
compress nerve roots and thus cause 
symptoms, but there is other pathology 
present which caused the hypertrophy in 
the first place. 

Protein Determination, The question 
of the value of total protein determina¬ 
tion in the spinal fluid can be answered 
by stating that if the total protein is 
elevated to 40 mgms. or more it is con¬ 
firmatory evidence of the presence of 
a disc. If it is not elevated it is of no 
significance, as I have seen any nmnber 
of huge protrusions vuthout any eleva¬ 
tion of total protein. Perhaps this test 
is subject to laboratory error. 

The question frequently arises as to 
whether this is a neurosurgical or an 
orthopedic procedure. Since the major¬ 
ity of these cases are now taken care of 
surgically ■\^uth the removal of a minimal 
amount of bone, and in many cases no 
bone at all, it -would seem that any’^ claim 
of the orthopedic surgeon by virtue of 
the fact that the operation entails lami¬ 
nectomy is untenable. The important 
part of the operation is the handling of 
the nerve overlying the disc -which would 
seem to be a neurosurgical procedure. 
My chief objection to the orthopedic side • 
of this picture is that the orthopedists 
seem to feel that fusion is necessary in 
all cases, which of course it is not. 

There are cases in which fusion should 
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follow removal of tlie disc. These are the 
cases where there is a structural weak¬ 
ness of the hack, and particularly eases 
of horizontal sacrum. I feel that where 
multiple discs are present fusion is in¬ 
dicated, hut in single lesions without 
structural wealniess I can see no indica¬ 
tion for fusing after the removal of a 
disc. 

SnUGICAL TEGHOTO 

There are four main types of proced¬ 
ure used in dealing ■with these lesions. 
The original operation was an extensive 
laminectomy. This is rarely, if ever, done 
at the present time. The second type of 
operation used is hemilaminectomy. This 
also is not very often necessary. The 
most common type of operation used at 
this time, at least by me, is a partial 
laminectomy to obtain just sufficient ex¬ 
posure to remove the disc mthout too 
much difficulty. In the majority of cases 
it is necessary to remove only a very 
small portion of the lamina above and 
below the interspace in order to remove 
the disc. Tlie spinous processes ordi¬ 
narily need not be disturbed. Occasion¬ 
ally it is necessary to remove a portion 
of the spinous process above and below 
in order to obtain exposure. This type of 
operation is modified to suit the demands 
of the indmdual case and there is no 
structural wealmess of the back as a 
result. 

The operative procedure of choice is 
removal of the disc without attacking 
the bone at all. This can be accomplished 
where the herniation is small and the 
interspace is large, in which case it is 
only necessary to remove the'ligamen- 
tum fla-vnm, retract the nerve and re¬ 
move the disc. This is the ideal operation 
and should be attempted in every in¬ 
stance, bnt ordinarily the previously 
described type of operation becomes 
necessary. 

It has been my practice to remove the 
lipiodol in all cases, bnt Spurling’s sug¬ 


gestion of not disturbing the lipiodol 
because he feels its removal is more 
dangerous than leaving it sounds very 
reasonable in the light of some of the 
experiences I have had, which will be 
related. 

ItESULTS OF SUKGEnV 

In rending the reports in the literature 
one is very apt to come to the conclusion 
that the picture as far as final results are 
concerned is a very rosy one. This has 
not been entirely my experience. In 
attempting to evaluate the final results 
of surgery, I have found that it becomes 
necessary to dmde the patients into two 
groups: first, the private cases, and 
then the compensation cases, since the 
results in the two groups are vastly 
different. 

Of the first 50 cases done up to Jamr- 
ary 1940, 46 are reported at this time. 
Of these 24 were private cases in whom 
tliere was no element of compensation. 
Twenty-two or 91.7% were sufficiently 
relieved so that they could be classified 
as cured. The other 2, or 8.3% were im¬ 
proved, and there were no failures. 
Interestingly, the two oases that wore 
not classed as cured were both instances 
where only hypertrophied ligaments 
were found, an all of the 22 cured cases 
had definite herniated or protruded 
discs. 

When we consider the 22 compcns.-i- 
tion eases we have an entirely different 
picture. In the first place it is oxtrcnn ly 
difficult to place any kind of value on the 
results because of the patients* common 
urge for increased compensation and 
their unwillingness to admit imjuove- 
ment or cure. I was aide with a litt-’f 
straining on our part to elas.sily 7 
31.8% of these ca.so.s as cured. Ur'ver r- 
31.8% worn classified as .50 per cs-" '" 
more improved, and 8 or 36,4 per 
as failures. 

It is nbvion.s in deni; '' ryi=~~: 
of ense that anything ’ . f ' 
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de la porcion de lamina arriba y abajo 
del interespacio. La practica de 'fusion 
en estos casos, tan comnnmente seguida 
por cirujanos ortopedieos, no es aeonse- 
jada. Fusion es neeesaria en no mas del 
10% de los casos; esos en los cuales 
anomalia de los liuesos es presente tales 
como saero horizontal. 

4. En 24 casos privados, 22 (91.7 por 
ciento) fueron suficientemente aliviados 
para ser considerados como curados; los 
otros 2 (8.3 por ciento) fueron mejora- 
dos. No liubieron fraeasos. En 22 casos 
de compensacion (seguro), 7 (31.8 por 
ciento) fueron elasificados como cura¬ 
dos; 7 (31.8 por ciento) como cincuenta 
por ciento o mas mejorados, y 8 (36.8 por 
ciento) como fraeasos. Es por lo tanto 
importante evaluar la psicologia del 
paciente, si su deseo principal es el 
obtener compensacion, siendo por lo 
tanto una perdida de tiempo para el 
■cirujano tratar de llegar a una conclu- 
cion propia de diagnostico. 

5. Cuatro casos en los cuales los re- 
sultados siguiendo la operacion no 
fueron satisfactorios como discutidos. 

EBSUMB 

1. Dans la majorite des cas bien 
clioisis bein diagnostiques, et bien operes 
de disques intervertebraux hernies, les 
resultats sont bons, 

2. L’auteur avance 1’opinion que 
quatre-vingt'Cinq de tons les cas peuvent 
etre soiilages par des mesures non- 


operatoires, et il ajoute que les moyens 
conservateurs (manipulation, platres et 
autres procedures orthopediques) doi- 
yent etre emplo 3 ’'es avent d’avoir reeours 
a la chirurgie. ' 

3. L’operation de choix est I’enleve- 
ment du disque liernie sans infliger de 
lesions a I’os. Ceci sera fait dans tons 
les cas; s’il est necessaire on enlevera 
une portion de la lame audessus et au- 
dessous de I’intervalle. La fusion, ordi- 
nairement recommandee par les chirur- 
giens orthopediques, ne sera pratiquee 
que rarement. La fusion n’est indiquee 
que dans moins de dix pour-cents des 
cas; in presences d’anomalies osseuses 
tel qu’un sacrum horizontal, etc. 

4. Dans vingt-quatre cas personnels, 
22 (91.7 pour cent) furent soulages de 
tetle facon que nous les considerous 
gueris, les deux autres montrerent ime 
amelioration. Iln’y eut aucun insucces. 
Dans 22 cas d’accidents du travail, 7 
(31.8%) furent gueris; 7 (31.8%) mont¬ 
rerent une amelioration de 50 pour cent 
ou plus et dans huit cas (36.4%) les 
raalades n’accuserent aucune ameliora¬ 
tion. II importe d’evaluer la psychologic 
du malade: sa principale preoccupation 
est d’obtenir une compensation. Cela 
rend difficile et la tache du chirurgien, 
et un diagnostic precis. 

5. Quatre cas qui apres 1’operation 
donnerent des resultats pen satisfaisants 
sont analyses en detail. 
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P EEFKONTAL lobotomy lias bpen 
performed in 131 patients with 
mental disorders Tliorinm dioxide 
or lipiodol lias been in 3 ected at opera 
tion and tbe depth and the extent of the 
incisions in the frontal lobe have been 
verified by roentgenograms in nearly all 
cases The best results occur when the 
lobotomy is made in the plane of the 
coronal suture "When the frontal lobe is 
incised too far anteriorly, there is but 
temporary or no relief from distressing 
mental symptoms "When the incisions 
are made too far postenorly m the pre 
frontal region, there is profound ineitia, 
dullness and disorientation with mask 
mg of the facies and vesical incontinence 
which later goes over into a state of 
hland and euphoric indifference Efinallj 
important as the plane of the incisions 
are the depth and extent of the incisions 
in the frontal lohes Prefrontal lohotoray 
may be performed in the plane of the 
coronal sutuie, hut if insufficient wlute 
matter is cut, then -worry, nervous ten¬ 
sion, apprehension and obsessive 
mg are not permanently relieved The 
operation must he done on both sides 
symmetricallj 

It IS our opinion that the profound 
emotional alterations in the absence of 
any serious intellectual deficit are the 
result of section of fibers connecting the 
prefrontal region -witli tlie thalamus, 
that IS, the thalamo frontal pathwa> 
Ajiatomic study of three cases rexealcd 
almost isolated degeneration of the 
* Fiom the Department of Neurology, George Wash 
mgton University Hospital 


micleus medialis dorsalis of the tlial 
amus 

This paper wdl he limited to the surgi 
cal aspects of prefrontal lohotomj A 
complete discussion of the snhject and 
the evidence foi the statements made 
here are contained in our monograph 
entitled, “Psychosurgery — Intelli¬ 
gence, Emotion and Social Behavior 
following Prefrontal Lohotomy for 
Mental Disorders ” 

Written permission for operation is 
obtamed from the patient and from the 
nearest relative in nearly all cases IVhen 
patients are so disturbed that tliej are 
unable to sign, written permission for 
operation is obtained from the nearest 
relative, and in some instances from the 
two nearest relatives It is important to 
tell the relatives what they may expect 
followmg operation They are informed 
that the patient is usually drowsy, un 
responsive and disoriented for several 
days Approximately half of the patients 
have vesical incontinence which usuallj 
clears up before tliey leave the hospital 
but which may last longer They are told 
the operative mortality, the incidence of 
hemiplegia and the incidence of convnl 
sive attacks which are known to develop 
No patient is accepted for operation nn 
less the family can arrange to look after 
him dnrmg the period of readjustment 
following discharge from the hospital 

Local anestliesia is used m about ia/f 
the cases Patients with agitated depre 
Sion and uncooperative scluzopirea*' 
are operated upon under averha 
often necessary to - 
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patients before shaving the head. Only 
h’ontal and temporal regions are shaved. 

In 1936 a bilateral operation npon the 
frontal lobes was proposed by Egas 
Moniz for the treatment of certain men¬ 
tal disorders. He considered the s^mip- 
toms in the functional ps^’choses dne to 
the development of stereotyped patterns 
in cortical association centers and 
thonght that by forcibly breaking up the 
connections over a large area an oppor¬ 
tunity would be given for reintegra¬ 
tion of cortical activity along different 
lines. He first injected small amoimts 
of alcohol into the white matter of the 
prefrontal region but soon substituted 
the leucotome which was found to be 
more precise. 

THE MOIHZ TECH^^IC 

The j\Ioniz technic was employed in 
our first twenty cases. Six spherical cuts 
or cores were made in the upper part of 
the iDrefrontal area of each frontal lobe. 
Thorotrast was injected in some of our 
patients to visualize the cores. Although 
there was immediate remission of symp¬ 
toms in the majority of cases, within a 
few months many relapses had occiirred. 
It was noted that patients who were 
alert, well oriented and euphoric for a 
few days after operation usually re¬ 
lapsed, while those who were unrespon¬ 
sive, drowsy and disoriented usually 
secured satisfactory clinical results. 

"We changed the technic, and instead 
of making six spherical cuts in the upper 
part of each frontal lobe, made nine 
spherical cuts in the lower part of each 
frontal lobe. The cuts were made with 
the leucotome through the burr hole in 
the same location 3 cm. lateral to the 
midline, 3 cm. anterior to the interaural 
line. Cores in the lower part of the 
frontal lobe produced a higher incidence 
of good results than cores placed in the 
upper part of the frontal lobe. Disad¬ 
vantages of tliis method soon became ap¬ 


parent. IIHien the leucotome is inserted 
into the frontal lobe from above to a 
depth of 8 or 9 cm., a slight increase in 
angulation forward vdll place the lesion 
too near the frontal pole and tvill not 
relieve the symptoms. If the instrument 
is angled insufficiently forward, it may 
enter the anterior perforated space or 
the temporal lobe and tear penetrating 
branches from the anterior or middle 
cerebral arteries. This happened twice 
Avith fatal results. Motor pathways Avere 
damaged in one patient. With increased 
experience it Avas found that better re- 
SAilts are obtained Avhen a larger propor¬ 
tion of the Avhite matter is cut. In order 
to OAmrcome the objections to the Moniz 
method, the technic AAdiich is noAv being 
used Avas deAused. 



Figure 1. The coronal suture is outlined 
on the scalp. It crosses the midline 13 cm. 
from the glabella. Rubber tissue is 
attached to the scalp ■uith adhesive to 
keep blood from leaking into the hair. 

OUERATIAm PROCEDURE 

Prefrontal lobotomy consists m cut¬ 
ting the AAdiite matter of each frontal 
lobe in the plane of the coronal suture. 
This plane passes just anterior to the 
tip of the frontal horn of the ventricle. 
The operation is carried out through a 
burr hole 1.5 cm. in diameter over the 
lateral aspect of the frontal lobe about 
2.5 cm. above the floor of the frontal 
fossa. 
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From an examination of numerons 
skulls it has been foimd that the coronal 
suture crosses the longitudinal sinus 
approximately 13 cm. from the glabella. 
If the slmll is unusual in shape or size, 
the site at which the coronal suture 
crosses the midline can be verified by 
maldng a small incision adjacent to the 
niidline. The lower part of the coronal 
suture is located at a point 3 cm. pos¬ 
terior to the lateral rim of the orbit 
(anterior margin) and 6 cm. above the 
zygomatic process. This point approxi¬ 
mates the lower end of the coronal sut¬ 
ure where it meets the greater rving of 
the sphenoid hone. If the exposure is 
too low down, the burr hole may be fault¬ 
ily placed over the fronto-sphenoidal 
or temporo-sphenoidal suture. The ap¬ 
proximate location of the coronal suture 
is now outlined on the scalp with gentian 
violet (Figure 1). 

An incision 3 cm. long is made in the 
plane of the coronal sirture, the center 
of the incision being 6 cm. above the 
zygomatic process. The incision is 


carried doum through the skin and the 
temporal muscle. "With hammer and 
chisel an impression is made in the hone 
at the cross-mark, thus marking the 
level in the vertical plane. IVith perios¬ 
teal elevator the muscle is scraped back 
and the coronal suture is identified 
(Figure 2). The muscle and slun are 
retracted with a mastoid self-retaining 
retractor. A burr hole is made through 
the suture line 1.5 cm. in diameter, then 
the dura is incised cruei,'dly. A small bite 
is taken above and below with a rongeur 
in order to enlarge the opening. After 
hemostasis, an incision 2 to 3 mm. long 
is made through an avascular area in the 
cortex. A similar procedure is carried 
out on the opposite side. A brain cannula 
(\vc use the Watts-Freeman Icucotome, 
which is about 15 cm. long) is inserted 
into the frontal lobe rvith the point di¬ 
rected at the burr hole on the opposite 
side (Figure 3). The instrument usually 
jMiFses just anterior to the tip of the 
frontal horn of tlie ventricle and slightly 
posterior to tlie free margin ’ - f"’ 
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3 rel>ri. In tliis plane tlie median longi- 
idinal fissure is an average distance 
f 5.5 to 6 cm. from tlie surface of the 
"ontal lobe. One readily recognizes the 
rlx cerebri, but when posterior to the 
ilx one is not always aware that the 
ledian longitudinal plane has been 
rossed because the instrument may 
ass through the genu of the corpus cal- 
)sum. If the surgeon is not sure of the 
istance from the cortex to the median 
ingitudinal plane, the cannula is in¬ 
erted toward the falx cerebri where it 
rosses the coronal suture. If the ven- 
ricle is entered, the cannula is vuth- 
rawn and the point directed slightly 
nteriorly so that it will pass in front 
f the ventricle. 



and ^entTlclc, 


The sphenoidal ridge is located by 
directing the cannula at an angle of 45° 
toward the base of the skull, alv sx} s 
keeping it in the plane of the coronal 
suture (Figure 4). The sphenoidal ridge 
is encountered at a depth 4 to 5 cm. If 
the cannula, when angulated downward 
in this way. penetrates to a depth of 
more than o cm., the tip has probably 
slipped posterior to the sphenoidal ridge 
and has entered the middle fossa. It 
should be withdravui. angled forward 


and reinserted. Now one loiows the loca¬ 
tion of the tip of the lateral ventricle, 
the sphenoidal ridge, the median longi¬ 
tudinal fissure and 3 points on the 
coronal suture. All the necessary infor¬ 
mation is available to incise the frontal 
lobe in the plane of the coronal suture 
anterior to the tip of the ventricle. 



FigtiTe 4. Tbo sphenoidal ridge is 
located by directing the cannula at an 
angle of 45° toward tbo base of the 
skull, always keeping in the plane of 
the coronal suture. 

A blunt dissector (we use Killian’s 
periosteal elevator, illustrated in Fig¬ 
ure 2), is inserted into the frontal lobe 
along the track made by the cannula to 
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a depth of 5 cm. This Avdll avoid the gray 
matter on the medial surface of the 
frontal lohe and reduce the danger of 
lacerating blood vessels. It is dangerous 
to approach too closely to tlio midline 
since the anterior cerebral arfery tnav 
he traumatized. In order to maintain the 
blade of the dissector always in the plane 
of the coronal suture, a hemostat is 
clamped to the handle at a right angle 
(Figure 5). The neurologist sits behind 
the patient’s head with his eyes in the 
extended plane of the coron.nt suture. 
(If-the neurologist is not available, the 
first assistant drops ont and assumes his 
duties.) As the surgeon commonees the 
subcortical incision, the neurologist 
guides both the dissector and hemostat 
in the same plane throughout tlie course 
of tile incision (Figure 6). "With tiie sur¬ 
face of the brain as the axis, the point 
of the instrument is swung downward 
until the floor of the frontal fossa is 
touched. The point of the instrument is 
gently drawn along the floor of the 
frontal fossa, cutting white matter in 
the lower part of the frontal lohe do-wn 
to the base as far lateraUy as pennitted 
by the small opehing in the skull. The 
importance of keeping in the frontal 
fossa, thus avoiding the anterior per¬ 
forated space and the temporal lohe, 
cannot he too strongly emphasized. 
Always cut from the center toward the 
periphery, as sho-wn in Figure 8. 

Often as one begins to cut the lower 
ciuadrant, resistance is encountered. 
Twice resistance was felt, then there was 
a “give,” followed immediately by pro¬ 
fuse hemorrhage through the incision in 
the cortex. Once the anterior cerebral 
artery was tom. AVhen this happens it 
is necessary to enlarge the opening in 
the hone, incise the cortex, pack the 
lohotomv -with cottonoid and, udtli the 
use of a lighted retractor, locate the 
bleeding point. The opposite ventricle 
is tapped to control pressure until tlie 


opening in the hone and cortex can he 
enlarged. No patient has been lost dne 
to hemorrhage at the time of operation. 
Hemiparesis has occurred five times, hut 
cleared np in all except the one in which 
the anterior cerebral artery was dam¬ 
aged. Now when resistance is encoun¬ 
tered the blunt dissector is mthdra-wn 
0.5 or 3.0 cm. until the white matter can 
be cut without fear of lacerating a vessel. 
Now this resistant white matter which 
we failed to section is partly cut by mak¬ 
ing several stabs into it ivith a slightly 
'vider blunt dissector. 

After each incision is made in the 
frontal lobe, it is irrigated -with saline 
solution imtil the returning fluid is clear. 
Bleeding usually amounts to only a few 
drops, although it may amoimt to ,2 or 
3 cc. The incision made in the lower part 
of the right frontal lohe is referred to as 
the right lower cut or as cutting the right 
lower quadrant. The white matter in the 
lower part of the opposite frontal lohe 
is cut in liive manner. 

The white matter is now sectioned in 
the upper part of the frontal lobe. The 
blunt dissector is inserted through the 
same opening in the cortex to a depth 
of 5 cm. -with the point directed at the 
burr hole on the opposite side. IVith the 
surface of the brain as the center of.a 
circle, the point of the instnmient is 
swung upward as far as the opening in 
the slnill -will permit, care always being 
taken to keep in the plane of the coronal 
suture. The white matter is thus cut in 
the upper and lower parts of both frontal 
lobes, or, stated in another way, it is cut 
in afl four quadrants. 

After the incisions in the frontal lolies 
have been completed and the irrigating 
fluid returns clear, a few drops of lipio- 
dol are mjected so that the exact loca¬ 
tion of the lohoiomy can be detonninod 
(Figure 7). It is only by visualizing the 
depth and extent of the incisions that 
one can determine the cause of failure to 
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ever}’^ case. Ha'dng observed repeatedly 
that* a satisfactoiw therapeutic result 
occurs only when lohotomy produces 
drowsiness and disorientation, these 
symptoms are now used as a yardstick 
to determine the extent and depth of the 
incision, when the patient is heing oper¬ 
ated upon under local anesthesia. Nerv¬ 
ous tension often disappears after two 
or three quadrants are cut, hut the 
patients can still repeat the Lord’s 
Prayer, define the difference between a 
king and a president, multiply and di¬ 
vide. After the fourth quadrant is cut, 
he usually becomes drowsy, confused 
and disoriented within a few minutes 
(Figure 8). If these s'uuptoms fail to 
occur, additional pathways are cut, 
usually by extending the incision closer 
to the midline. 



I'iguro 7. After the iiici'^ions in tlic 
frontal lobo't have been eomplcted, 0,.') 

OP. of Hpiodol is injected so tliat the 
(vact location of the lohotomy can be 
determined. Thi.s lohotomy ^^as m.ade 
mure extensive than usual, because the 
li.itient f\as a disturbed schizophrenic. 

The right lov.er cut angiilatos a little 
foru.ird to avoid entering the middle 
fus-a in till" case. 

There i? very little shock associated 
with prefrontal lohotomy as sho'vn by 
reeiinL of the blood pres.sure. pulse and 
re>piration. The pulse is u.sually slo'ver 
at the fonelusion of the operation than 
.at the be£rinning. most probably due to 
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the relief of nervous tension. Tlie hlood 
pressure changes very little except in 
patients "with liypei tension where a 
great reduction sometimes is observed. 

POSTOPEEir.U' CABE 

From the operating room the patient 
is tahen directly to the \ i ay room, if Ms 
condition justifies the manipulation 
ivMch is required. A posterior anterior 
view and a stereoscojnc lateral view of 
the slvuU are taken to verify the exact 
location of the lohotomy, the central 
heamheing focused as nearly as possible 
over the two burr holes. The patient can 
usually cooperate fai rly -well. 



Figure 8. Nerrous tension is re- 
anccil lifter three quadrants are cut, 
but the patient can still say the 
Lord’s Prayer, define the difference 
between a king and a president. 

After the fourth quadrant is out, uo 
usually becomes drowsy, wnfuscu 
and disoriented. (After Freema 
and Watts, 1942.) 

The patients are put to hed in 
Fowler position, ivith the head of 
hed elevated at an angle of 30°. This 
reduces venous congestion, improves flie 
venous return from the brain and is 
thought to prevent postoperative hemor- 
rtiagO. The head is kept elevated con¬ 
tinuously for 72 hours. If the hlo?“ 
pressure falls helow 100 mm. systolic, 
the bed is flattened until the pressure re¬ 
turns to 100 mm., when it is again ele¬ 
vated. 

The blood pressure, pulse and respira¬ 
tion are recorded every hour ior 


hours, then every two hours for an ad¬ 
ditional 48 hours. Eeotal temperature is 
taken at two-honrly intervals for 24 
hours and every four hours thereafter. 
It is desirable to have a special nurse 
with the patient continuously for at least 
24 hour.s after operation. The patients 
are nsnallv confused and disoriented. 
They frequently do not realize that they 
have been operated upon, and if not 
carefully watclied. will get out of bed 
and wander to the toilet. While tMs has 
happened to several patients without 
harmful effects, it is not encouraged. 
Another reason for having a nurse in 
attendance is that it may require a day 
or two to dcleiTuine whether the patients 
are EtUI suicidal risks, and a nurse is 
necessary for tlieir protection and the 
profection of the hospital. Elderly pa¬ 
tients who are drowsy and unresponsive 
are turned in hed every two hours to 
prevent pulmonary congestion. 

Vomiting often occurs on the operat¬ 
ing table after the white matter is cut, 
particularly when local anesthesia is 
used. Vomiting may occur several times, 
then cease spontaneously. Occasionally 
vomiting persists for one to three days, 
and when it does 500 co. of 57“ glucose in 
normal saline is given intravenously at 
6 to 12 hour intervals. Fluids by mouth 
are started after nausea disappears but 
are limited to 1,000 cc. in 24 hours for 
tlirce or four days, when the normal fluid 
intake is resumed. A soft diet is usually 
started on the first or second postopera¬ 
tive day. 

There is relatively little pain follow¬ 
ing lobotomy. Codein gr. 1 is nsu.ally 
sufficient to control pain. It is rarely 
necessary oftener than at four-hourly 
intervals, and many patients do not re¬ 
quire it more than once or Vvice. An 
enema is given on the second postopera¬ 
tive day, and the sutures are removed 
on the third or fourth postoperative day. 

It has been noted repeatedly that 
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Tlie first SO patients fell into the 
follo%s'ing categories; 38 involutional de¬ 
pressions, 18 obsessive tension states, 
12 schizophrenias, 8 psyehoneuroses, 4 
undifferentiated. We consider the re¬ 
sults good in 50, fair in 16 and poor in 
11. The best results have been obtained 
in involutional depressions and obses¬ 
sive tension states. Twenty patients are 
regularly employed. 7 are studying or 
partially employed, 22 are housekeeping, 
18 are at home, 6 are in institutions and 
7 are dead. 


SUMMAHY 

Tlie operative technic of prefrontal 
lobotoiiiy is described, and the preopera¬ 
tive and postoperative care are outlined. 

One hundred tliirty-one patients have 
been operated upon but fifty-one are too 
recent to evaluate. Of the first eighty 
patients, the results are considered good 
in fifty. There have lieen three opera¬ 
tive deatlis. 

The profound emotional alterations 
in the absence of any serious intellectual 
deficit are attributed to cutting the path¬ 
ways connecting the prefrontal region 
with the tlialamus. 
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although subdural bematoma has 
been encountered for more than 
300 years, its frequent recogni¬ 
tion as a clinical entity has been limited 
to the last 10 or 15 years. The earliest re¬ 
corded hematomas were of the acute 
variety and -were recognized to be the 
result of eranio-eerebral trauma. After 
the development of pathology, numerous 
subdural hematomas wore found in 
which there appeared to have been no 
antecedent trauma. Such instances led 
to speculation concerning the mechanism 
of hematoma formation. Heschl' and 
Cruveilhier'' believed that an inflamma¬ 
tory inembrane preceded the hemor¬ 
rhage, while Baillarger® and Prescott 
HewetU reported cases in which there 
was good reason for believing the mem¬ 
brane was the result of the effusion of 
blood. 

Virchow’s'’® opinions for a long time 
dominated ideas conceming svibdural he¬ 
matoma. His paper published in 1857 
was the first wliieh gave a clear descrip¬ 
tion of the histology of the membrane. 
Althongh Virchow recognized the fact 
that subdural hematoma might occur 
from trauma to large blood vessels or 
spontaneously in hemorrhagic, vascular, 
or valvular disease, or might burst 
through the pia from the cerebral cortex, 
he did not believe that a hematoma of 
such origin would reproduce the appear¬ 
ance or behavior of the “spontaneous” 
hematoma. He believed that in certain 
patients, especially the insane, the dura 
became chronically inflamed and was 
covered with a thin exudation of fibrin, 


sometimes tinged with blood on its inner 
surface. Capillaries grew into the mem¬ 
brane from the dura and, if tiie condi¬ 
tions of formation repeated themselves, 
another layer of fibrin might form and 
become organized. The tissue might be¬ 
come extremely vascular, with large, 
thin-walled, and tortuous blood vessels. 
Virchow believed these vessels might 
rupture and cause hemorrhages of vary¬ 
ing size and that repeated hemorrhages 
might occur. He termed the fibrinous 
exudation and its organization pachy¬ 
meningitis interna chronica, while if ex¬ 
travasation of blood was a prominent 
feature the condition was designated as 
pachymeningitis interna hemorrhagica. 
He called the bloody sacs or cysts hema¬ 
tomas of the dura and recognized that 
the contents of the sacs might be re¬ 
placed by serous fluid. He believed 
small extravasations might regress but 
the large ones were ahnost invariably 
fatal. 

Kremiansky' in 18G8, analyzing clini¬ 
cal histories, found-that subdural hema¬ 
toma occurred in patients with many 
kinds of infectious diseases, especially 
rheumatism and typhoid fever. In all 
cases there was a historj- of chronic alco¬ 
holism, and he considered this the funda¬ 
mental etiological agent. In three of 
four dogs to whom he administered 
brandy daily for two or three months he 
found pachymeningitis at autopsy. 

Huguenin® recognized the possibility 
of trauma as an etiological factor and re¬ 
ferred to several cases, some of which 
were original, in which the condition 
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seemed due to trauma. He encountered 
a significant proportion of cases in pa¬ 
tients ivitli liemorrliagic diseases and 
heart disease. 

WiggleswortF laid emphasis on the 
frequency in which fresh fluid blood was 
found ndthout a membrane beneath the 
dura in the insane; this occurred in one- 
sixth of his cases. He argued that the 
membrane could not be the only source 
of the hemorrhage, and that the reverse 
was probably true. He explained the 
hemorrhage by rupture of a pial vein 
into the subdural space. 

In 1914, Wilfred Trotter^‘> published 
an excellent article on subdural hema¬ 
toma, He emphasized the traumatic 
origin of the condition, described the 
clinical picture most commonly encoun¬ 
tered, and stressed the fact that the le- 
'■"on was frequently bilateral. Two of Ms 
ui’ cases, in each of which bilateral 
bdural hematoma existed, died. In 
either case was operation upon the sec¬ 
ond side attempted imtil some time after 
the original procedure. Trotter removed 
the membranes and their contents 
through small bone flaps although he 
appears to have recognized that the fun¬ 
damental objective was the evacuation 
of the sac. His article, perhaps on ac¬ 
count of its appearance at the start of 
the first World War, did not at the time 
receive the recognition which it deserved. 

In 1925 Putnam and Cushing^ pub¬ 
lished an article of great importance in 
dra%?ing attention to this condition. Ee- 
ports of the six cases, which at the time 
comprised Cushing's experience with 
subdural hematoma, and six additional 
cases contributed by three members of 
the Society of Neurological Surgeons 
were given. The tramnatie etiologj’" and 
the pathological and clinical aspects of 
the condition were fully considered, as 
well as the operative treatment. 

In 1932, Gardner^- published experi¬ 
mental data suggesting that the latent 


interval from the time of trauma until 
symptoms began was best explained by 
presuming that the membrane of the he¬ 
matoma acted as a semi-permeable mem¬ 
brane through which fluid from the sub¬ 
arachnoid space passed to dilute the 
protein rich fluid inside the sac. Tliis 
would produce a consequent increase in 
the volume of the hematoma sac wMch 
Anally would reach a size where it could 
no longer he accommodated inside the 
intracranial cavity without symptoms. 
Prior to this time it had been generally 
believed that repeated hemorrhages into 
the sac occurred and this was assumed 
to be the explanation for the late onset 
of symptoms. Gardner was unable to 
produce true subdural hematomas ex¬ 
perimentally in animals. He implanted 
cellophane sacs containing whole blood 
in the subdural space and observed an 
increase in their volume vuth the pass¬ 
age of time. He also showed by use of a 
hematoma membrane that dialysis 
through the membrane could occur in 
vitro. 

In 1932, Fleming and Jones^® reported 
nine cases in which hematomas had 
merely been evacuated through trepMne 
openings and no effort had been made to . 
remove the membrane. Although this 
treatment had been employed previously, 
it was reserved for patients who ap¬ 
peared moribund. Prior to that time re¬ 
moval of the membranes and their con¬ 
tents was considered desirable and nec¬ 
essary. There was bnt one death in the 
series reported by Fleming and .Tones; 
tliis was a considerable improvement on 
the results generally obtained at that 
time. They recommended that fluid hema¬ 
tomas be treated by evacuation of the 
contents of the sae, and that osteoplastic 
craniotomy and removal of the mem¬ 
branes be reserved for the rarely en¬ 
countered solid hematomas. Subse¬ 
quently this method of management has 
been generally adopted and there has 
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been a marked reduction m the post¬ 
operative mortalitj 
Subdural hematoma occurs at aU ages, 
but IS most common in healthy adult 
males as trauma is more connnon in this 
group In most mstances the condition 
is not severe enough to be associated 
mth prolonged unconsciousness or frac¬ 
ture of the slaill In many instances the 
injury is so trivial that no significance 
IS attached to it bj the patient and it 
may have been forgotten In some pa¬ 
tients apparently no cramo cerebral in¬ 
jury has been sustained, and in these 
the hematoma appears to be ti uly spon 
taneons In these instances some hemor 
rhagic diathesis, such as subclmical 
scurvy or purpura hemorrhagica, is usu¬ 
ally present Bleeding into the subdural 
space IS heheved to be usuallv the result 
of injury to a vein passmg from the 
cerebral cortex through the subdural 
space to enter the superior saggital sinus 
although at times the damage is to other 
veins Trotter“ suggested that blows to 
the head m an anterior or posterior di 
rection were more hkely to cause such 
bleedmg He heheved that the falx was 
m such instances unable to prevent 
movement of the brain as well as it might 
ivith laterally placed blows A subdural 
hematoma is usually of wide extent as 
no anatomical barriers exist m the sub 
dural space to prevent the spread of 
blood. Hematomas are bilateral in 
20 309c of the cases The hematoma is 
usually 1 to 3 cm thich, being somewhat 
lens shaped and tapering to its edges 
The medial edge of the hematoma is usu¬ 
ally close to the superior saggital sinus, 
and the antero posterior diameter is 
usually greater than the vertical diara 
eter "While the hematoma may cover 
much of the convexity of the hemisphere, 
it rarely extends below the Sylvian fis¬ 
sure Munro and Merritt,** who studied 
a large series of hematomas, found that 
blood present m the subdural space for 


24 hours was surrounded bv a thin laver 
of fibnn Fibroblasts arose from the 
junction of the dura and clot, and with 
the passage of time the membrane m 
contact with the dura became progres 
sively thicker and large thin walled 
vasculai channels appealed; the portion 
of the membrane in contact with the pia 
arachnoid at all times lemamed thin and 
transparent The hematoma can at all 
tunes be readili separated from the 
mnei surface of the dura, and there is 
never anj adheience of the hematoma to 
the pia arachnoid Soon after its extra¬ 
vasation the blood inside the hematoma 
begins to break down As the protem 
molecules hi eak down into smaller mole¬ 
cules, the osmotic pressure inside the 
hematoma sac increases and fluid is at¬ 
tracted mto the sac ilunro and Merritt 
suggested that a period of three to four 
months was reqmred for the blood to 
break down completely The longer the 
hematoma exists, the tlucker the external 
layer of tlie membrane becomes, and the 
thinner and more yellow appearmg the 
llmd contained in the sac becomes A1 
though tlie role of osmosis in the mcreas 
ing size of the lesion is denied by some,'* 
this explanation is generally accepted 
The following patient’s course seems to 
support tlus theory 
A seaman of 39 became comatose two 
weeks after an injury to the head Wlien 
first seen he appeared monbund, having 
stertorous irregular respirations almost 
contmuous right sided coniailsii e nio\ e 
ments, and a temperature of 39 5° A 
right sided subdural hematoma was ex¬ 
posed through a small subtemporal 
opening under novoeaine anestliesia 
The contents of the hematoma were 
somewhat thick and had the color of 
fresh venous blood After evacuating the 
hematoma ns thoroughly as possible, the 
underlymg cortex showed no tendency to 
expand to obliterate tlie space formerly 
occupied bv the hematoma Lumbar 
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puncture was then made; the intra- 
spinal pressure was so low that no flui^ 
would run from the needle when the 
stilet was withdra^vn. Normal saline 
solution was then introduced into the 
lumbar subarachnoid space until the 
pressure was raised to 200 mg. of fluid; 
this required approximately 100 ec. of 
solution. The cerebral hemisphere ex¬ 
panded to almost normal size and a con¬ 
siderable additional amount of bloody 
fluid was forced out of the sac. Thorough 
" irrigation .of the sac mth saline was 
carried out, and the wound was closed 
without drainage. The patient recovered 
promptly after operation. 

Approximately a month after opera¬ 
tion the patient began to complain of 
headache. Bilateral papilloedema ap¬ 
peared. As bilateral exploration had not 
. been made at the time of operation on 
•3COunt of the patient’s poor condition, 

' "left-sided hematoma was suspected. 
Exploration carried out on the left side 
failed to reveal a hematoma. Explora¬ 
tion on the right side, the side of the 
original hematoma, showed the mem¬ 
brane of a hematoma which contained 
approximately 125 ce. of clear, lemon 
yellow fluid. It is our belief that this fluid, 
which differed greatly from that found 
at tlie first operation, was produced by 
the further breakdown of blood which 
had remained in the hematoma sac at the 
first operation. Following the second 
operation the patient recovered com- 
ifietely and has resumed his previous 
occupation. 

The clinical history of patients with 
subdural hematoma may. as a rule, be 
recognized without great difficulty. Hem¬ 
atomas coming to operation within two 
weeks of injuiy are termed acute, while 
after that time they are termed chronic 
subdural liematomas. Tlie condition ap¬ 
pears to be essentially the same in each. 
Acute subdural hematoma is commonly 
associated with a fairly severe head in¬ 


jury, and fracture of the skull is seen 
much more frequently than in chronic 
subdural hematoma. In such instances, 
the individual does not as a rule recover 
full}’’ fi’om his initial injury. He remains 
drowsy or stuporous and shows a ten- 
dency to become increasingly so. Fre¬ 
quently hemiparesis appears, and there 
is usually dilation of the pupil on the 
side of the hematoma. Hemiparesis is as 
likely to be ipselateral as contralateral. 
At times it is difficult to differentiate be¬ 
tween acute subdural hematoma and 
extradural' hematoma. Acute subdural 
hematomas are frequently associated 
with laceration and other damage to the 
brain. The mortality of operative treat¬ 
ment is high, varying from 40%^® to 
90%.” This high mortality has led some 
surgeons^^ to suggest that operations in 
individuals with acute subdural hema¬ 
tomas are contraindicated. A consider¬ 
able number of patients, however, re¬ 
cover completely after operation. 

In chronic subdural hematoma head¬ 
ache may be present at the time of in¬ 
jury, and at times persists thereafter. 
JMore commonl}’- there is a period of from 
one to three months or more, probably 
depending upon the size of the hema¬ 
toma, in which the patient is free from 
all symptoms. Headache then appears; 
it at times is imilateral although usually 
it is of a generalized character. Head¬ 
ache is frequently more severe in the 
frontal and occipital regions. With the 
passage of time the headache tends to 
become increasingly frequent and severe 
but is -rarely, if ever, constant. With the 
advent of more severe and frequent 
headaches, the patient usually becomes 
stuporous. He may become comatose for 
a day or two after which he will usually 
again arouse for a period, only to again 
become comatose. Several such episodes 
may occur before the patient’s death in 
coma if the condition is not recognized 
and treated surgically. xVlong with tlie 
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headache, an impanment of lecent mem 
or> of some degree can usnallj be demon 
strafed Often changes in the personalitj 
of the individual are apparent The pa 
tient often fails to recognize the sereiitv 
of his illness He may be suspicious and 
he mai have exaggerated ideas of lus 
omi abilitj Although as a rule these 
changes are not prominent thej maj at 
times dominate the clinical picture 
Neurological signs as a rule aie incon 
spicuoiis At times theie may be some 
nuchal iigiditj Often there is tenderness 
to percussion ovei the skull, especially 
on the side of the hematoma There may 
be inequality of the pupils, usually the 
laigei pupil IS on the side of the hema 
toma In a few patients contialatcral 
hemiparesis appears, this usually is 
quite late The \iealmess is moie marked 
in the upper extremity than in the lover 
Hemiparesis is usually accompanied by 
inci eased tendon lefloxes and an exten 
SOI plantar response Papilloedema is 
piesent in appioximatelx 50% of indi 
nduals ivith subdural hematoma 

In infants subdural hematoma is 
rarely lecognized before the age-of 4 or 
5 months, vhen enlaigement of the head 
IS the most pionnnent feature MTicther 
the hematoma is alwavs the lesult of 
birth inpiri in these eaiU cases appears 
somevliat uncertain Lovered I itamin 
C content of the blood is usually present 
in infants ivith subdural hematoma Al¬ 
though some of these infants appear to 
be aenteh ill, this is not usinilh tiue 
The appearance ot enlaigement of the 
head vith tenseness of the toiitanelle in 
an othcnnse normal infant is the iiilc 
on examination 

In the piesence of a tipical clinical 
pictnie spinal Hind examination is un 
necessaiN and ina\ be ot definite danger 
One of 0111 patients became comatose 
two hours aftei the slow lemoial ot 10 
ce of spinal fluid He was rescued In the 
prompt eiacuation of a hilateral sub 


dural hematoma In mstances when the 
diagnosis is m doubt, spinal fluid exami¬ 
nation should be made There is iisiiallv 
a moderate increase in the spinal fluid 
pressure, but this is not invariably tnie, 
we have encounteied oases, particularly 
m comatose and dehydrated patients, in 
whom the pressure was so low that no 
flmd escaped from the needle after with 
drawal of the stilet In approximately 
50 per cent of the cases, the spinal flmd 
is xanthochromic, and a moderate in 
crease in the spinal fluid piotein is al¬ 
most alw ay s piesent 
X lay of the sknll has rarely been of 
aid Ill cstahlisliing the diagnosis Dis 
placement of the pineal gland may he 
of aid yylien piesent and suggests a 
space occupying lesion Pnenmoenceph 
alography may he required at times to 
establish the diagnosis 
The treatment of siibduial hematoma, 
if undertaken bofoie the patient is men 
bund, IS extiemoly satisfactory A1 
tliongh lumbar puncture lias apparently 
benefited some of these patients tempo 
laiily and althongli hematomas may per¬ 
haps be absorbed spontaneously when 
then yolnme is not too gieat, prompt 
suigical intciyeiition is indicated y\hon 
subdural hematoma is hclieved present 
Aspiiation of the hematoma thiough the 
loiitanclle in infants is indicated Ac 
101 ding to those of great experience’* 
it IS iietcssai y in infants to i emoy o both 
the miici and outei membranes of the 
sac III oidei to effect a complete and 
peinianent cure Tins, of course, re¬ 
quires an osteoplastic craniotomy It is 
feared in infants that the presence of the 
mcmbiane may hinder the deyelopnicnt 
of the rapidly growing brain In adults 
bilateial bin openings are made at points 
siutablt loi y cntncnlography, prefci- 
ably under noyocaiiic nnestliesia In nl 
most eyeiy instanco, if a beiiiatoma is 
piesent it y\ill be exposed by =uch open¬ 
ings and may be ey acuated If no hema- 
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toma is found, a ventriculogram should 
be made in the usual manner. A unilat¬ 
eral hematoma of sutBcient size to be of 
clinical signihcance will produce dis¬ 
placement of the ventricular system to 
the opposite side; bilateral hematoma, 
however, may fail to show such displace¬ 
ment. Barely, subdural hematoma occurs 
over the cerebellum; a ventriculogram 
will show a generalized dilatation of the 
lateral and third ventricles in such in¬ 
stances. Additional exploration through 
bur openings is indicated when there are 
ventricular abnormalities sho\vn by the 
pneumoencephalogram. When a sub¬ 
dural hematoma is present, the dura 
when exposed after perforation of the 
skull is often discolored blue or gray. 
The outer membrane of the hematoma 
is usually plum colored or slate gray. 

' The outer membrane of the hematoma is 
opened and the fluid in the sac is allowed 
to escape; the head is lowered to in¬ 
crease the intracranial pressure and fa¬ 
cilitate as complete evacuation as possi¬ 
ble. When no additional fluid escapes 
spontaneously, the interior of the sac is 
irrigated uuth normal saline solution 
until the return flow is clear and color¬ 
less. Usually the hematoma contains 100 
to 150 cc. or more fluid. If the cerebral 
cortex fails to expand after evacuation 
of the hematoma, lumbar puncture is 
made and normal saline solution is in¬ 
troduced into the subarachnoid space 
until a pressure of 200 mg. of fluid exists. 
This usually causes expansion of the 
cortex. Postoperatively such patients 
are given large amounts of fluid parent- 
erally, are kept flat in bed, and are hy¬ 
perventilated with a carbon dioxide- 
oxygen mixture every four hours. These 
measures tend to increase the intra¬ 
cranial pressure and further the obliter¬ 
ation of space formerly occupied by the 
hematoma. A small rubber tissue drain 
is always left in the hematoma sac at the 
time of closure of the wound. Occasion¬ 


ally, fairly large amounts of fluid drain 
from the hematoma sac during the first 
postoperative day or two. The drain is 
removed after the cessation of drainage. 
Fresh bleeding into the hematoma sac 
after operation aj)parently never occurs. 
On accoimt of the frequency of bilateral 
hematoma bilateral exploration should 
always be carried out. 

Eecovery in patients noth subdural 
hematoma is dramatic and complete. 
Usually mthin a few days after opera¬ 
tion tlie patient has completely recov¬ 
ered. Except for the patient mentioned 
previously, none of our patients has re¬ 
quired a second operation. We have had 
no deaths in patients with chronic sub¬ 
dural hematoma. 

summahv 

Subdural hematoma is an occasional 
complication of eranio-cerebral trauma 
caused by the extravasation of blood into 
the subdural space where no mechanism 
for its prompt absorption exists. Al¬ 
though the condition exists in acute and 
chronic forms, the latter is more common. 
Symptoms of headache, drowsiness, and 
stupor may date from the time of injury, 
but more commonly there is a period of 
one to three months, or more, after in¬ 
jury during which the patient is appar¬ 
ently well. Neurological signs as a rule 
are inconspicuous. Bilateral hematomas 
are present in a considerable percentage 
of patients. Evacuation of the hematoma 
through bur openings is the treatment 
of choice and is attended by a low mor¬ 
tality. In practically all cases complete 
and speedy recovery occurs in patients 
with chronic subdural hematomas. 



S. n. SNODGSASS 


247 


6 Virchow, R, Die Trankhaften Gesehwulstc, Berlin, 
J'140.1863 

7. Kremiansfcy, J, Ueber die Pachymeningitis interna 
hemorrliaKica bn Menschen und Hunden. Arch 1. Path 
Anat 42 129 161; 321 351, 1868 

8 Hugiienin, G, InDanunation of the Dura Mater, 
Ziemssen's Cyclopedia, Amencati translation, 386, 1877. 

9, Wigglesworlh, J , Rcmarka on the Pathology of the 
So called Piehymenincitis Interna IlemorrhaBica, Br-iin, 
iJ 431-436, 1892 

10. potter, \V., Chrome Subdural HetnorfhaRe of Trau 
matic Origin and its Relation to Pachymetungitts Hemor 
rhacica Interna Crit J SurR, 2 271, 1914 

_11. Putium, T. y. and Cushing, H, Chronic Subdural 
Hcmatonia. Arch Surg,J2:329 (Sept) 1925. 

12. Gardner. V/. 3 , Trautaatic Sundutal Httnatoma with 
Particular Reference to the Latent Interval. Arch Neurol 
and Psych t 27.847 (Apr) 1932 

13 Fleming, II \V. and Jones, 0 \V , Chronic Subdural 
Hematoma, Surg Gynec and Obst ^4 SI, 1932 

14 Munro, D and Merritt, H H , Surgical Pathology of 
Subdural Hematoma based on i study of lOS cases Arch 
Neurol and I’svch , 35 64 78, 1936 

15. Runkel, P. A and Dandy, IV. E., Subdural Hematoma: 
Diagnosis and treatment. Arch Surg, JS 24 54, 1939 

16 Munro, Donald The diagnosis and treatment of sub 
dural hematoma, report of 62 cases, NLJ Med. 210 1145 
(May 31) 1914 

17. Voris, Harold C, Diagnosis and trea*ment of subdural 
hematoma, Surge^, JO 447, 1941 

IB. Ingraham, r D and Heyl, II I*. Subdural hematoma 
In infancy and childhood. JAMA, 212.193 1939 


SUMARIO 

Hematoma subdural es una compUca- 
cion ooasional de trarunatismos eraueo- 
oerebral oausado por la extravasacion 
de sangre dentro del espaoio subdural 
donde no existe mecanismo para sn ab- 
soreidn rapida. Aunque la condieion 
existe en formas aguda y eronica, la ul¬ 
tima os mas comun. Si'ntomas de dolor 
de cabeza, entorpecuniento cstupor 
pueden estar presente dosdr el tiempo de 
la lesion, pero mas coiuumnonte hay un 
periodo como de dos a tres meses o mas 
en el cnal el enfermo esta aparentemente 
Won. Slgnos neurologico'- por regia 
general son inconspicuos. diemntoma bi- 
laterales estan presente en un por riento 
considerable de enfermos. Evacuocion 


del hematoma a traves de una aberhira 
de fresa es cl.tratamicnto a elegir y tiene 
una mortalidad baja. Practieamente en 
fodos los casos una mejora rapida oourre 
en^ enfermos con hematoma subdural 
cronico. 

BESUltE 

Ces bSmatomes suryiennent nssez 
souvenf apres les traumatlsinos cranio- 
cerebraux. Hs resnltent d’un epanclie- 
ment de sang dans I'e'space sous-durien 
vu I’absence d’un mecanisme pouvant 
cffectner unc absorption rapide du sang 
extravase. Les S3'nripf6mes peuvent 
revetir ou une forme aigue on une forme 
chronique. La forme clironique est la 
plus frequento. Les maux de tete, la 
somnolence, la stupeur peuvent survenir 
an moment de 1’accident, mats ordinaire- 
ment un, denx ou plusieurs mois s’ecou- 
Icnt avant, lour apparition. Durant cet 
intervalle le malade parait 6tre en bonne 
saute. Les signes ndurologiques le plus 
souvent, ne sont pas wanifestes. Dans 
un pourcentage considerable dos mal- 
ades, les hematomes sont bilnt&nnx. Le 
traitement do choix cst 1’evacuation de 
riicmafome. Les r&uUnfes de ce traite¬ 
ment sont tres satisfnisants. La mor- 
tnlite de cetto intervention est negligible. 
La guerison apres I’evacuation du sang 
epanebe, est rapide et complete dans 
presqne tons les cas d’hfimatome sons- 
dnrien chronique. 
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Traumatic Subcortical Hematoma* 


HARRY ^VILKINS, M.D. 
OKLAHOMA CITY, OKLAHOMA 


T he management of acute cranio¬ 
cerebral trauma necessitates the 
consideration of innumerable 
natliological processes. Some ol these 
Auditions, if recognized in time prove 
1 m tn <!iir"-ical treatment. In con- 
“•Si tl.e ?Stment of Load injuries 
siderii g detailed informa- 

“®^' i;d t7a single entity can be 
},a‘= therefore seemed worth- 
^rt‘toyve‘'this report limiting my re- 
to^the problon, of intra-eerei.ral 

’‘®rea1iSily one eiicounlers a patient 
■fp hcmiplekitt oceurrin.c almost ini- 
OTth Py oj. .vitliin a short period 

Mou n” f rranio-ccrebral injury. The 
follovnin intervention is, ot 

question 0 at the time, 

Sdewff the fact that a massive hemor- 
in 0 jueningeal arterj 

ft no tnio phenomena of c(*rei)rai 
served no ^ elicited ami. rccfig- 

PrS^erebral contusion and lacer- 
nizing tha the liemipleem, 

measures for the treatment 


evidence of a massive extra-dural or 
sub-dural clot and conservative meas¬ 
ures were used in combatting cerebral 
edema. They respondded veil but the 
hemiplegia persisted. Subsequently in 
spite of more drastic measures for re¬ 
ducing cerebral edema they underwent 
changes in consciousness with stupor 
increasing steadily. Throughout this 
time the alteration of blood pressure was 
slight, there was a lack of bradycardia, 
and no sign of unilateral dilitation of the 
piijiils to suggest a rapidly increasing 
mass such as clot formation with hemor¬ 
rhage from the middle meningeal artery. 
The downward progress conformed to 
the symptomatology ohservi>d in cases of 
sub-dural hematoma or a similar lesion 
within tin- brain substance. In each case, 
exploration was deemed advisable and a 
sub-coit leal hematoma was encountered 
in tin- nvlit temporo-parietal region. 
The til treatment iiy asjiiration 

wa' i|uiti- 'ativi’actory and the patients 
n-'p-mdi >1 in \i-i \ miielj the same man¬ 
ner that r;i-i'- 111 .viib-durai hermitoma 
impiioi- \\itli !•%aeuatiiin or removal of 
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Oa admissioD to the hospital lu was begiomitg to 
respond but remained semi comatose His blood pres 
sure Tvas 90/00, pulse 138, and temperature 96“ 
Supportive treatment "nas inst tjtfd Neurological 
examination revealed signs of a beuupJegia on the 
left including the lon-er half oi tli#' f \.e The pjpils 
were eriual Following a repnii,>; t freatnent for 
ihoclt, X ray plates of the shUl w^re obtained which 
revealed a linear fracture exti i u j upward from 
the right temporal region into ♦he ♦'ronwl and hack 
ward into the parietal bone 

A-fter five hours, associntt r Herrmann con 
aidered the patient’s condition l >‘^11 o*v to peraii* 
repair of the scalp nound and th “ ne did at that 
time In all, there were about “ oirate contused 
lacerations, several of which exi Oied he bone The^e 
were dibnded as best one could tu lar-ilainide powder 
was instilled and la> cr closure > out drainage was 
earned out m so far as it was ~'09 ible to close m 
layers Others -were closed bv r u^h and throjgl 
sutnres of silk 

His subsequent eour‘»e was f ■* rt t me one of im 
provement except for signs of t* hemiplegia which 
remained stationary After 8 dav^ he had a rather 
wvere urticanal reaction to t ■■ {nplivlaetic '»cmm 
given on the dav of admission the end of two 
Weeks the wounds had healel nipletclv but his 
hemiplegia persisted He was somnolent but could be 
aroused easily 

At this time signs suggesting the presence of a 
hematoma were observed He became stuporous Intra 
venous bipertouic glucose and leteutiiu enuun* of 
magnegmm sulphate ncre gnen w f lut beuetit Bi 
lateral positive Babiuski ^igns nere elicited his 
swallowing became impaired and 1' the iCth dni 
following the trauma it becamo ipparont that unless 
something could be done to give iclief a fatal tcroii 
nation was near The optic discs roii an e I cloarh out 
lined and the pupils equal 

Under local anaesthesia, on June 28 1941 a per 
forator and burr opening was mado 3 cm aboie tic 
wr on the right aiae The extra and subdural spaces 
were clear of blood The intracranial tension was 
inenased moderatolv Its color was normal At a 
depth of 4 cm in the superior part of tlie temporal 
lobe a hemorrhagic cyst was encountered from wmea 
50 c c. of old liquefied blood waa removed by 

aspiration 

Hig post operatne course was satisfactorv 
for certain residual conditions to be mentioned He 
^pidly regained consciousness and his general im 
provement paralleled that of a siil dural 
He was dismissed from the hospital July 16 1941, 
^th steady improvement m tl e motor function oi 
the face and leg but oMth very little motion even of 
press character m the left arm 

On two occasions he has had a generalized con 
yuUion, the last of which was earh m Noieratwr, 
1941 Hia cerebration is evcelleut He has not re 
turned to work hecanse of persistent impairment in 
of the left side, although improiement continues 
by his constant effort 

This result is not entirelj satisfaeton 
'leeause he failed to coiiipletel> regain 
llie function in the left arm and has had 
t'No conruilsions Possilil> a ividei e\iio 
sm-e mth removal of the clot thioiigli a 


traiisi ortical incision as advocated by 
Klcmnie (1) \\ oidd have been v arranted 
Houtver me must leeall that the hemi¬ 
plegia occurred immediately mtb the 
mjiiiv and it is our opinion that actual 
destine ion ot a portion of the fibers in 
tlie inti I nal apsule account for the mo- 
toi s giie Af am rate the blood was 
bquehed in i easilj removed by aspira¬ 
tion 'niib'-f jueiitly, the original neuro¬ 
logical 1 noniena did improve but the 
ie"ov'r lasmeomplete 

Ca T T H No 43G17—white male, age 53, 
was dm * i. *o Oklahoma City General Hospital 
Jei7 1 '^4 Patient eianuned in consultation with 
D"- ''ttlps Oulahoma City 

H ai n thrown from hia car m a collision and 
afrj<’K a i oa tlie pavement As he was placed in 
tl« ar I j I ras observed that he retained full 
mot 00 1 a cl arms and both legs but by the time 
Ic r lb 1 lie hospital the left side was hemiplegic 
Tne call vas lacerated in the left frontal region 
MarKc ' Ibiig nnl ecch}Tiioai8 of the lids of the 
ri^ht o cos no^ed He remained semi conscious and 
theic > a« icrj little evidence of shock. 

In d j-ml of four days the temperature increased 
to 0 III }, J«e varied from 80 to 90 and the blood 
pressure remained constant averaging 142/90 X rav 
pH r vealeu a linear fracture, without depression, 
eneuihrg from the right orbit upward and posteri 
orilv through the parietal bone. 

From tins information it was concluded that ho 
had sustained a tevere contusion of the brain but 
the presence of the 1 enuplegia wluch developed too 
coon after injury to be accounted for by cerebral 
eloDia suggested the presence of a ma«sue intra 
cranial hemorrhage His stupor was le“«cniDg until 
on tic Stii da> after injury He then became pro 
gte*i«ivelv more stuporous the hemiplegia persisted, 
the blood pressure increased to 170/90 and pulse 
rate 124 with temperature 1018 No evidence of 
papilledema or disturbance in size of pupils wore 
noted at anj time 

In spite ot vigorous effort to dehydrate the brain, 
hia stupor increased and preparations were made to 
explore for an intra cranial clot possiblv a subdural 
hematoma but most prnl nbh a subcortical hematoma 
Operation On Vugust 7, 1041, under local anaes 
thc*>ia, a perforator and burr opening was made high 
m the right temporal region A vcn thin film of blood 
clot was removed from tin subdural space At a 
depth of 5 cm a hematoma was encountered and 
33 cc of Iiqnefiel an I disintegrating blood vraa 
a-'pirated With a change of direction the temporal 
horn of tie lateral ventricle was tapped nnl clear 
colorle‘>s fluid obtainetl The wounl was clo« d in 
H>crs using silk 

On his return to liis mom 1 e was conscious, re 
sponsne to commands, and could move his loft arm 
to painful etiniuHtion Ills improvement was rapid 
After 10 davs he pernoted in showing a slight weak 
ness of tho left 6th nervt but it too was improving 
He was di«ims«ed from the ho«pital on tie 11th jost 
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Two ccisos of sxih-cortical hematoma of 
traumatic orii^iu have been presented in 
dotnil. Boili ]intients recovered from the 
immediate cA'cets of cerebral compres¬ 
sion. One patient persists in shoeing 
signs of partial hemiplegia and has had 
two convulsions. The other recovered 
from all signs of the hemiplegia. 

The symptomatology and diagnosis in 
those cases has been presented to en¬ 
courage consideration of this correctible 
condition tvhen treating cranio-cerebral 
trauma cases in whom hemiplegia occurs 
at the time of. or soon after, the injury. 
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SU^L^nTO 

! Dn= cases do hematoma snb-cortical 
de origen traunnitico han sido presenta- 
i dos. Ambo.-; onfermos recobraron de los 
1 efoctos inmodiatos df' la eompresion 
cerebral. TJn onfenno persilio en mos- 
trando senales de hemiplegia parcial y 
1 lui tf-nido dos convul-'-ionos. El otro 

[ recfibro df todas la^ ^efijih'-; le.^; de hemi- 

i j>locria. 

T.a sintomatolotria y diagnostieos en 
e-tos eases ha sido prosentados para 
f -timular consideracione.s de osta eon- 
f diicifSn eorregible cuando tratando casos 
d<- tranrna craneo-ce.rebral on los cnales 
iifrnil»ievia ocurre dnrante el tiempo, o 
dO'jaif-- del tranmati.sino. 

lu'-cuh 

L'eaiteur rapporte en detail deux 
i;‘-n.atr>me.« .-'Ous-corticaux d’origine 
trr.umatiojK-. I.e= rleux maladec fnrent 
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gueris des consequences inunediates de 
la compression cerehrale. Un des mal- 
ades sonffre encore d’une hemiplegie 
partiellc et a eu denx convulsions. L’an- 
tre ne montre aucun symptome hetniple- 
gique. 


li’auter disoute la sjunploinatologic et 
le diagnostic de ces cas afin d’enconr- 
ager I’etnde des tranmatismes cranio- 
eerebranx aocompagnes d’heiniplegie 
survenant an moment on pen apres 1’ac¬ 
cident caiisatif. 


MEDICO SURGICAL MOTION PICTURES 
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Films, 104 E 40th Street, New York, New York 

Dr Joseph Franklin Montague. Chairman. 



One of many beautiful cool summer te«orts m the Rockies close to renrer 










The President’s Page 


I N KEEPING aln-east of modern 
ra-offi-ess and scientific demands, the 
International College of Surgeons 
has organized a i\redico-Surgical Censor 
Board for ^lotion Pictures, as library 
and property of the College, nitended 
to its memhership in the diffusion 

S kno^vledge and snrgical experiences 

+hvoimhout the world. , , 

It has long heen rocogmsed fliat mo- 

nical liave'dSed as a 

^tnt (ac ia “to" 

iTcy:?ndents in niedica, s- 
“^:n‘;er.:i%tCld«.e-hin 

progress. cinematography. 

The impoitance or estimated, 

therefore, caiino >T.,fioiial Assembly 
and at lo-lS. that largo 

have the ad- 
nt'at of a' rich display of moving 

!-«-S’’:acidnre'‘:aV''a:.y. eoS, and 
Sine “ to .ana 

the ‘"ei of the United Stales 

to the armed iolce. 

-J' ^^fnieXrsiip a\ t.-e ..| 

^riniiter of the International 
gta es ^iT^,j.^eoiis is displayint: on- 
College ot - partieipation in all 

hundred per c nt r- 

tlier render timely and -ni- 

ganization • n 

cient p, tiie inarz.-lfta.: -pin* 

subKOt in A ^ p.rt ;}... 

of aonegsat! - _ vari'-Tii r.u'.'.’u.jr 

„,,.nv.-hoaren.... n* 


fronts, as avoII as those who are ready to 
respond to tlie call when the time comes. 
Furthermore, the College as a snrgical 
organization is on record with the 
pi’oper aiithnritios to enlist its expert 
war surgery activities in teaching and, 
by all moans at its command, to add to 
the existing coordinated efforts of or¬ 
ganized medicine and surgery, in order 
to furnish prompt and adequate co¬ 
operation in these urgent times. 

jMany and fruitful suggestions as 
to the ways in which we can he of help 
to the Government and to the Nation 
have heen carefully studied and pre¬ 
sented. Those who made the suggestions 
endeavored to cover all possible needs 
based not only upon the experiences of 
the first AVorld IVar, Imt also upon the 
experiences of the war surgery of the 
Allied forces which throughout the 
world are rendering most brilliant re¬ 
sults. Beports of these activities are 
reaching us in u])-to-tho-hour efforts to 
maintain constant touch and aid in 
every possible way. whether liy lectures 
to sanitation officers in the Army and 
Navy, nr by aidi7ig in training of Junior 
officers, or by organizing groups of med- 
ieal officers to he taken to civil hospitals 
for .=liort periods of intensive training 
in all conditions likely to he met Avith in 
tlie Avnr, or even 1)y training of groups 
of liospital corps men for naval service. 

The Denver Assembly jiromises to be 
one of the outstanding medical gather¬ 
in'-:.' this summer, and we liave every 
reason to Ijefir-ve (liat notv/ithstanding 
v.;ir eonditions and traffic slowing up, 
that tie- atteriflancc will ])e an unusually 
lar::>- r.re-. We base our expectations not 
orsb. by tie- alib- arran::einents of the 
<''■mnii!!*-'- in charge in Denver, but ijy 
tie- acc<-j,fafice of scientific 
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contributions fiom a large number of 
outstanding authorities on various 
surgical and medical subjects. 

A special effort is being made to in¬ 
troduce some of the newest scientific 
advancements in all specialties of gen- 
eial surgery, but, as stated before, the 


moving pictuie program has in store 
some suiprises that -wnll hold the inter¬ 
est of scientific men, and that \vill be 
effective in the creation of neAv methods 
of illustrating in a pictorial way pin sio- 
logical phenomena lieretofoie relegated 
to didactic exposition. 

DESIDERIO ROMAN, M.D. 


NEWS ITEMS 


Dr Manuel A Manzanilla, Vice President 
of the International College of Smgeons, has 
just been made a member of the National 
Academy of Medicine of Rio de Janeiro, 
which was founded in 1829 


Dr. Harry E Bacon, Fcllou of the Interna¬ 
tional College of Surgeons, was elected Pro¬ 
fessor and Head of the Department of Pxoc 
tology of the Medical School of Temple 
University, Philadelphia, Pennsjh ania 


Dr Fred H Albee of Neiv Yoik N Y, 
addressed a laige group of medical ofTiceis at 
the Army !Mcdical School (Walter Reed Hos 
pital) at Washington, D C, on Tuesday, 
April 7th, 1942 The siiliject of Dr Alhcc's 
lecture was “A Repoit and Analysis of 1147 
Unuinted Fr.utiues With oi Witliout Loss 
of Bone Substance ” These cases ucre done 
during the First World War and in prac 
tice before and after the War 


Dr. Thomas Parran, Jr, Siugcou Qineinl 
of the United States Public Health Scivice, 
and Dr. Vannevar Bush, President of the 
Carnegie Institute of Washington, re- 
ccued honoinij degioos on the occasion of 
the one hundred and so\ont.\ sixth .uiniier* 
sirj of Rutgeis College 


The LL D degi ee ns confen ed on Doctor 
Max Thorek by Lineoln Jltmorial Um\er 
sily, at tluir coinocation m June 


The Jacksonian Piize foi the Jiar 1941 of 
the Koval College of Suigions, London, has 
been an aided to W. Bremner Highet, of tlie 
Wingfield Morns Oithopaodic Hospital, for 
Ins essays on “Injuries to Peripheral Nerses, 
with Espceial Referenee to the Late After 
Results ’ * The John Tonu s Pri^c for the \ cars 
1039 41 has been n\\aidiil to R V Bradlnu. 
for his woik on the murnseopienl struotine 
of (he <Icntal ti’^sue 
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XEJVS ITEMS 


Dr. Julius Hass, -who formerly occupied 
the chair of orthopedic surgery at the Uni¬ 
versity of Vienna, has been appointed at¬ 
tending orthopedic surgeon, in charge of 
the Orthopedic Service, at hlontefiore Hos¬ 
pital, New York City. 


Hugh H. Young, editor of tlie Journal 
of Urology, having reached tlie age of sev- 
entj'-one years, will retire on July 1 as 
professor of urology and as director of the 
Bradj; Urological Institute at the Johns 
Hopkins Hospital. 


The Institucion Cultural Espanola in Bue¬ 
nos Aires has established a laboratory for 
histopathologic research in memory of Pro¬ 
fessor S. Kamon y Cajal to be directed by 
Professor Pio del Eio Hortega of Buenos 
Aires with a staff of eight investigators. The 
institute will promote investigations on the 
histology of the nervous sj'stem, employing 
the technic of Cajal and his school. 


The University’’ of San Jlarcos, Peru, has 
awarded the degree of doctor honoris causa 
to Dr. William Seaman Bainbndge, of Iscw 
York City, in recognition of his work on 
■■ ancer and his contributions to medical prog- 
ss in Latin America. 


A ceremony in memory of f xr " 

3 ors who lost their lives as a . , 

iterman occupation of Poland ^ 

dace at the Royal rnstituhon, Loridon, im- 
ler the presidency of Sir David A’ 
:hancellor of the University o - • 

tribute to their work was paicl hi r 
Villiam Bragg, formerly 
loyal Society ; ^v Professor G.lh J -Jl^ray, 

if the University of ^ xj , ■poli^l, 

essor Antoni Jurasz. doo/i of the o . 
ledical School at the University oi Jxdiii- 

urgh. 


me vicny tJovemment has announced 
the estxablishment of the Alexis Carrel Foun- 
dation for Study of Human Problems, under 
the direction of Dr. Carrel. 


A, jljuco hospital 

.at Santmgo, Ciiile, has been named for Dr. 
Joseph Francis McCarthy, professor of urol- 
University and director 
of the department of urology of New York 
lolyelinic Medic.al School and Hospital. 


T nu 1 Urs. William 
J. and Charles H. Mayo in their surgical 

goims will be the central point of intfres^ 
of the Mayo Memorial Shrine to be erectec 
m Rochester by residents of the city anc 
Olmstcad County. It will be placed on i 
H! before a granite backgrounc 

".ir •‘*P‘''cc of an amphitheater 

•symbolic of operating rooms. The shrine! 
designed by James Earle Fraser, New Yorli 
sculptor, will be separate from that beiim 
^Uinnesota Memorial Com¬ 
mission. This commission was appointed bv 
Governor Stassen late in lt)-J0 to stndv t n 
establishment of a $2.50,000 fund for a me 
morml to the Itlayos. State Senator Willh^m 
B Richardson, Rochester, is chairni.ai ^f 
the commission, which is composed of sev 
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of the lutetnational College of Surgeons 
Headquaiters; Shirley-Savoy Hotel 
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Dr. Henry A. Suchtel, Chairman 
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International College of Surgeons 
Denver, Colorado 


Gentlemen: 

Colon . ■ ■ ' : ’I":'?’ 

States “■ 

national ' - . ■ ' ■ ■ ' 

15A to ... 

May ne hope that the distinguished 
of your great organization will pause 
from the transaction of the business of your 
convention to visit some of our mountains, learn 


rr 



J Puriolph J«e«r, ML, TICS 
Director oi the AssrrnWy 


of our good highways, do some trout fishing In 
our streams and to Know whj we call our state 
“the top of the world " 

All of Colorado joins in bidding j-ou welcome 
We hope that jour stay may be so pleasant that 
jou will make Colorado jour summer homes. 

Very truly yours, 

Ralph L. Carr 

Go\ emor of Colorado 

Den%cr, Colorado 
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J. Rudolph Jaeger, M.D. 

Vice-President, International College of 
Surgeons 

502 Republic Building, Denver, Colorado 


Dear Doctor Jaeger: 

The Colorado State Medical Society, its officers 
and members, welcome the national assembly of 
the Intel-national College of Sur^ons to Denver. 

We are honored to have this national ^thenng 
of prominent national and international surgeons 
enjoy with us the beauty of our State and the 
extensive educational facilities that it affords. 

Sincerely yours, 

G. C. Cary, M.D., President 
Colorado State Medical Society 
Grand Junction, Colorado 


May 5, 1942 

International College of Surgeons 
Denver, Colorado 


.TS ii iMv. »»<> >“. 

of this year. „ tchalf of the 

I want to extend to >ou, on ^ 

dttons.of «■'> will p«l tort. 

S'S “ g >!;?• 

i'lTswSTfire o,.,.tocl..o, vor,- n,.ch, 
aS’i: whid. wo n», 

Ben F. Shipleton 

Mayor 



Di'tlrrio U -'".in \t {• I M > I \ i ^ 

\ ttiuti n I i. 


cr^ cTfo 



PROGRAM 


International College of Surgeons 
National Assembl7 

Denver, Colorado 


July 15, 16. 17, and 18. 1942 
Headquarters and Meeting Place—^Shirley-Savoy Hotel 


TUESDAY AFTERNOON, JULY 14th— 
REGISTRATION 
Exhibit Hall, Shirley-Savoy Hotel 
WEDNESDAY, JULY 16th 
8:30 A.M. Acute Abdomen. 

Edwin C. Henry, M.D., F.I.C.S., 
Omaha, Nebraska. 

8:50 A.M. 


Colorado. 

0:00 A.M. A New and Function-Restoring 
Operation for Bilateral Abductor 
Cord Paralysis (With motion pictuies 
of vocal cords before and after opera¬ 
tion). 

Brien T. King, M.D,, F.A.C.S., Seattle, 
Washington. 

9:30 A.M, Some of the Pitfalls in Thttioid 
Surgery 

Andre Crotti. M.D., F.I.C.S., F.A.C.S., 
Columbus, Onio. 

9:60 A.M. Discussion of papers by Dr King and 
Dr. Crotti opened by M. 0. Shivers, 
M.D., r.I.C.S., Colorado Springs, Colo¬ 
rado, and H. J. FreeUnd, M.D., 
F.I.C.S., F.A.C.S., Denver, Colorado. 


10:00 A.M. Intermission to view exhibits. 

11:00 A-M. CiRUGiA Db La Diabetes Melutis 
Manuel A. Manzanilla, M.D., F.I.C.S., 
Mexico City, D.F. 

11:20 A.M. Discussion opened by C. F. Kemper, 
M.D., Denver, Colorado. 

11:30 A.M. The Clinical End Results of 
Twenty-Five Years* Experience of 
Subtotal Gastrectomy for Gastric 
AND Duodenal Ulcer. 

Alfred A. Strauss, M.D., F.I.C.S., 
F.A.C.S., Chicago, Illinois. 

11:50 A.M. Discussion opened by Charles Arnold, 
M.D., F.I.C.S., Lincoln, Nebraska, and 
Lanning E. Likes, M.D., F.LC.S., 
F.A.C.S., Lamar, Colorado, 

12:00 M. Bounrf-Tabfe Lunefteon—Silver Glade 
Cosmopolitan Hotel. 

Dr. Clark D. Brooks, Detroit, Michi¬ 
gan, Presiding. 

Urs. Henry, King, Crotti, Manzanillo, 
and Strauss participating. 

2:00 p.M. Treatment of Tumors of the Upper 
Urinary Tract. 

^ Elmer Hess, M.D., F.A.C.S., Eric, 
Pennsylvania. 



Auembljr 
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2:20 P.M. Discussion opened Bv Edv.-ard B. Lid- 
die, M.D., F.I.C.S., F.A.C.S.. Colorado 
Springs, Colorado, and Henrj,- A. 
Buchtel, BI.D,, F.l.C.S., Denver, Colo¬ 
rado. 

2:30 P.M, CnEMQTHEr.APY AS BELATED TO SlT,- 
GEP,y. 

Arnold S. Jacl<son, M.D., F.A.C.S., 
Madison, Wisconsin. 

2:50 P.5I. Discussion opened by Bichard W. 

^%^litehoad, M.D., Denver, Colorado. 
3:00 P.M. iNTERMisstox to viev,' exhibits. 

4:00 P.M. Osteogenic Sarcoma mttii Bei*ort or 
65 Cases. 

Thomas A. Shallow, M.D., F.I.C.S., 
F..\.C.S., Philadelphia, Pennsyh-ania. 
4:20 P.M. Discussion opened by Wm. Carpenter 
MacCarty, M.D.. Bochestor, Minne¬ 
sota, and Hamilton I. Barnard, 5I.D., 
F.I.C.S., F.A.C.S., Denver, Colorado. 
4:30 P.M Evaluating the Work of the Sur- 


6:30 

8:00 


P.M. 

P.M. 


GEON. 

T. B. Ponton, M.D., Chicago, Illinois. 
•50 P.M. Discussion opened by William B. Love- 
l.ace, M.D., F.l.C.S., Albuquerque, New 
Mexico, and Donat F. Monaco, M.D., 
F.l.C.S., F.A.C.S., Gallup, New JIc.x. 
5-00 P.M. .4N iMPROtXD OrER\TI0N FOR REPAIR 
OF Inguinal Hernia (With lantern 
slides). _ 

E. Vernon Mastin, JiI.D., F.l.C.S., 

F. A.C.S., St. Louis, Missouri. 

5'20 P.M. Discussion opened by W. T. H. Baker, 
M.D., F.l.C.S,, F.A.C.S., Puebb, Colo- 
rado, and Nolle Municy, M.D,, F.l.C.S,, 
F.A.C.S., Denver, Color.ado. 

Stag Dinner—Silver Glade, Cosmo- 
poHt.an Hotel. 

Military Sj'mposium — Shirley-S.avoy 

Hotel. „ T, 

Colonel Frederic S. M right, M.D., 
F.A.C.S., Presiding. 

Commanding Officer, Fitzsimons Gen¬ 
eral Hospital, U. S. Army, Denver, 

Colorado. , r- 

Commander Joseph Madison Greer. 
?r.D.. F.l.C.S., F..A..C.S.. .^IC USNR 
Chief of Surgerj', U. S. N.av.al Hospi¬ 
tal, San Dicao, California. _ 

John Amesse, M.D., State Chairman 
Procurement and Assippimcn- .-crvice 
Denver, Colorado. 

Mr. Ham-ey Sethman, Executive Sec- 
rctaiw Colorado State Medical Society. 
Denver, Colorado. 

THUBSD.W, JULY ICth 
SuwEcr ON Eui, Nose, and Thro it 
(T o be anr.o-anccd), ^ _ 

Thr,ma= C. Gallo-.vay, M.D., r^'.-an'.o.., 
Illinois. 

Discussion op-TAd by Them a' E. Cv.t- 
m>:y. M.D.. F.l.C.S., F.A.C.S.. Ihn- 
vj't 1 '^. 

AIaN-ICENE.'.T cf Comflicited Gill- 

R Dr---. M.D., F.l.r.?.. 

F.A.C.S.. D-ir'.;. jr.ch.'rar. 

T. .. Fr Jar— C. M'.*- 

Gn.'--. M. I>. r.ICS. Gr.it Fa.’L 


S:C0 A.M. 


?::'1 A.’L 


r>:CG .A..M. 



Thenia* A Slnllow, M.n . F I C.S .F A C.S. 
rtf'i'irnt Elect. U. S Clnjitcr 


5:30 A.M. 


9:.'iO a.M. 

10:00 A.M. 
11:00 a.M. 


11:20 \.'i. 

11:20 a.M. 

11 '0 A.M. 

12 f'< - 


Montana, and Herbert A. Black, M.D., 
F.l.C.S., F.A.C.S., Pueblo, Colorado. 
Surgical Consideration of On- 

STRUCTING LE.SIONS OF THE COMMON 
Duct. 

Verne C. Hunt, M.D., F.A.C.S., Eos 
.Angeles, California. 

Discuc.-iion opened by .John M. I'o.ster, 
Jr., M.D., F.A.C..S., Denver, Colorado. 
I.ntermi.s.sio.n to view exhibit.s. 


Surgical Approach to MENi.sGto.MA.q 

IN P.EGION OF THE .SPHENOID BlDGF. 

Tausing Unilateral Exophthai.mus. 

N. Berens M.D., F.l.C.S., F.A.C.S., 
S'attle, Washington. 

Di'-ru‘sion opener! by .1. Ruriolph 
Jaeger, M.D., F.l.C.S., Jienver, Colo. 
Ri.pair of Wap. Injup.ies to the 
I! lrp/D Ve-'-eus ry Si ti i:u. 

I'harbs Goo'iman, M.!)., F.A.C.S. 
.NV'.v York City. ’ 

Di ru'-:on opener] bv George W. Ban- 
e.-oft, .MD, F.I.r..S'., F.A.C.S, C’edo- 
rario Spring-, rolorado. 
r.nar'l-Tnl.h- Lurv-lron—Silver Glade, 
Gr rr.e,ro!;t:,n Hotr!, 

Dr. Max Thore',;, Chicager, Illinoir;, 


, f're-eik®. Hunt, J’jfTfV,”, 
part.ripating. 


I're 


Gi.'.lo.' 




ASSEMBLY U. S. CEAPTEB INTERNATIONAL COLLEGE OF SUEGEONS 


259 


2:00 p.M. The Preservation of the Sphincter 
Ani in Radical Operation for Car¬ 
cinoma OF THE Rectum. 

A. A. Berc, M.D., F.I.C.S., New York 
City. 

2:20 P.M. Discussion opened by George B. Kent, 
M.D., F.r.C.S., F.A.C.S., Denver, Colo.' 
2:30 p.Ji A New Method of Certain Types of 
Cancer of the Bladder. 

Lowell S. Coin, M.D., Los Anceles, 
California. 

2:50 P.M. Discussion opened by Janies S. Phil- 
pott, M.D., Denver, Coloiado, 

3:00 P.M. iNTERiMiSSiON to View exhibits. 

4:00 P.M. The Relation of General Surgery 
to Eye Diseases. 

IVilliam H. Ryder, M.D., F.LC.S., New 
Haven, Connecticut. 

4:20 P.M. Discussion opened by William M. 

Bane, M.D„ Denver, Colorado. 

4:30 P.M. Ambulatory Castless Method of 
Treating Compound Fractures. 

Roger Anderson, M.D., F. I. C. S., 
F.A.C.S., Seattle, Washin^on. 

4:50 p.M. Discussion opened by Hamilton I. Bar¬ 
nard, M.D., F.I.C.S., F.A.C.S., Denver, 
Colorado, and Ervin A. Hinds, M.D., 
F.A.C.S., Denver, Colorado. 

5:00 P.M. Colored Illustrations of the Gell- 
horn-Dickinson Technique for Va¬ 
ginal Hysterectomy Under Local 
Anesthesia, With an Analysis of 
600 Cases. 

Fred V. Emmert, M.D., F.I.C.S., 
F.A.C.S., St. Louis, Missouri. 


5:20 P.M. Discussion opened by Dean W. Hodges, 
M.D., F.I.C.S., Denver, Colorado. 
Evbninc Convocation at Phipps Auditorium, 
Denver City Park. 

B. I. Golden, M.D., F.I.C.S., F.A.C.S., 
Marshal. 

Address 

Desideno Roman, M.D., F.LC.S., 
F.A.C.S., President. 

Address 

Thomas A. Shallow, M.D., F.I.C.S., 
F.A.C.S., President-elect. 


FRIDAY, JULY 17th 

8:30 A.M. Un-United Fractures With or 
Without Loss op Bone Substance— 
Report of 1,147 cases. 

Fred Albee, M.D., F.LC.S., F A.C S, 
New York City. 

9:00 A.M. Intragastric Photography. 

Dayton H. O’Donnell. M.D., Detroit, 
Michigan. 

9:20 A.M. Discussion opened by Frank McGIone, 
M.D., Denver, Colorado. 

9:30 A.M. Drainage Into Alimentary Canal 
AS BIethod of Choice in Operathx 
Treatment of Pancreatic Cysts and 
Fistulae. 

Rudolf Nissen, M.D., F.I.C.S., New’ 
York City. 

9:50 A.M. Discussion opened by Duval J. Prey, 
M.D., F.A.C.S., Denver, Colorado. 
10:00 A.M. Intermission to view exhibits. 



Fred H Altee, M D . F A CS . F I C.S 
Iflternattonal President 


11:00 A.3I. The History and Practical Role of 
Diagnostic Surgical Pathology. 
Wm. Carpenter BlacCarty, BI.D., Ro¬ 
chester, Minnesota. 

11:20 A.M. Discussion opened by William C. 

Black, M.D., Denver, Colorado. 

11:30 A.M. Psychotherapy in General BIedi- 
cine and Surgery. 

Tom B. Throckmorton, M.D., Des 
Jloines, Iowa. 

11:50 A.M. Discussion opened by Franklin G. 

Ebaugh, BI.D., Denver, Colorado. 

12:00 M. Round-Table Luncheon —Silver Glade, 
Cosmopolitan Hotel. 

Dr. Daj'ton H. O’Donnell, Detroit, 
Blichigan, Presiding. 

Drs. Albee, Nissen, MacCarty, and 
Throckmorton participating. 

2:00 p.M. Section of Lissauer’s Tract, a Con- 

TP.IBUTION to CHORDOTOMY FOR THE 

Relief of Pain. 

Olan R. Hyndman, BI.D., Iowa City, 
Iowa. 

2:20 P.M. Discussion opened by L. E Daniels, 
M.D., Denver, Colorado. 
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Brown-Palace Hotei Onj x Room 

11 00 AM Ventral and Isci->tonal Hernias 

Dendeno Roman RI D Philadelphia, 
Pennsvl\at\va 

E Vemon Mastin St Louis Slissouri 
Du\al Prev, M IJ Denver, Colorado 

Cosmopolitan Hotel Room D 
1100 am Hospital and Svtigeon Relation 

SHIP 

T R Ponton, M l> Cditoi Hospital 
Management, Chicago, Illinois 
H R JIcGra%\ M1) Medical Direc 
tor, Denver Geneial Hospital, Denver, 
Colorado 

Mr \^ alter G Christie Superintend 
ent, Presbjteiian Hospital, Denver, 
Colorado 

12 00 M Intermission for I uncheon 

Afternoon Brown Palace Hotel Onyx Room 
2 00 r M Infection or thf Neck 

Brien T King, M D , Seattle, Wash 
Thomas E Carmody, M D , Denver, 
Colorado 

M 0 Shivers M D , Colorado Springs, 
Colorado 

Cosmopolitan Hotel Room D 

2 00 PM Intestinal Obstruction 

Clark D Brooks M D, Detioit Mich 
Nolle Mumej, M D, Denver, Colorado 
William H Mast, M D, Gunnison, 
Coloiado 

8 00 PM Intermission 

Brown Palace Hotel Onj'x Room 

3 SO PM SURGERN or HYPERTENSION 

S N Beiens D, Seattle Wash 
Manuel A Manzanilla, M D , Mexico 
City, D F 

Douglas Deeds M D Denver, Colo 
■William R Lipscomb, MD, Denver, 
Colorado 

Cosmopolitan Hotel Room D 

3 30 PM PROC?rOLOGY 

A J Chisholm, M D , Denver, Colo 
Harry LeFevie, Jr , M D , Denver, 
Colorado 

Brown Palace Hotel Onyx Room 

4 30 PM Carcinovia of the Stomach 

Alfred A Strauss, M D , Chicago, III 
n J Mcister, 51 D , Denver, Colorado 
Wm Carpenter 5IacCarty, M D, 
Rochester, 5finnesota 

CosMOPOUTAN Hotel Room D 
4 30 PM (Bad Risk) Exophthalmic Goiter 
A ndre Crotti, 51 D, Columbus, Ohio 
Arnold S Jackson, M D, Sladison, 
Wisconsin 

George B Kent, MD, Denver, Colo 
THURSDAY, JUL'i 16th 
ilORNiNG Brown Palacf Hotel Onj'x Room 

9 00 A M Carcinoma op thf Colon 

A A Berg, M D, New York City 
William W Webster, 51D, Greelcv, 
Colorado 

L. S Faust, AI D , Denver, Colorado 


Cosmopolitan Hotel, Room D 
9 00 A M Eye Diseases 

^Vilham Ryder, SID, New Haven, 
Connecticut 

George Stine, M D , Colorado Springs, 
Colorado 

Guy H Hopkins, 51 D , Pueblo, Colo 
W A Ohmart, M D, Denver, Colo 

10 00 A Ri Intermission 

Brown-Palace Hotel, Onyx Room 

11 00 A M Fracture of the Long Bones 

Roger Anderson, 51 D , Seattle, Wash 
J B A Connell, 51 D, Denver, Colo 
Harry G Hughes, 51D , Denver, Colo 
Cosmopolitan Hotel, Room D 

11 00 A M Treatment of Shock 

Edw m C Henrv, 51 D , Omaha, Nebr 
Fred V Emmert, 51 D , St Louis, Mo 
E R Mugrage, M D, Denv er, Colo 

12 00 M Intermission for Luncheon 
Afternoon Brown Palace Hotel, Onyx Room 

2 00 PM Industrial Surgery 

Carl 51 Peterson, 51 D, Chicago, Ill 
George F Netherton, 51D, Denver, 
Colorado 

Robert H Fitzgerald, 51D , Leadvillc, 
Colorado 

Freeman D Fowler, MD, Denver, 
Colorado 

Frank J Evans, 51 D, Denver, Colo 
Cosmopolitan Hotel Room D 
2 00 PM E AP 


John M Foster, Jr, 51D , Denver, 
Colorado 

George H Gillen, MD Denver, Colo 
Myron Cooke, M D , Longmont, 
Colorado 

3 00 PM Intermission 

Brown Palace Hotel Onyx Room 
3 30 p M Varicose Veins 

Charles Goodman, 51 D, New York 
Citj 

T M Rogers, 51D, Sterling, Colo 
A W 5Ietcalf, 51D, Denver, Colo 
Cosmopolitan Hotel, Room D 

3 30 r VI Obstetrics 

E L Harvej, 51 D , Denver, Colorado 
Homer R Dietmcier, 51 D , Longmont, 
Colorado 

J U Sickenbcrger, 51D, Grand 

Junction, Colorado 

Brow n Palace Hotfl Onyx Room 

4 30 PM Gallbladder Disease 

Verne C Hunt, 51 D , I os Angtles, 
California 

5Iax Thorek, 51 D Chicago, Illinois. 
H J Freeland, MD, Denver, Colo 
G H Curfman, 5( D , Denver, Colo 
Cosmopolitan Hotel Room D 
4 30 PM Ear and 5Iastoid Disease 

Thomas E Carmodv, 51 D , Denv cr, 
Colorado 

George L Patteo, 51 D Denver, Colo 
F 0 Kcttlckamp, M D, Colorado 
Springs, Colorado 
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DENVER HOTELS 

For your comfort, pleasure and convenience, 
Denver offers you accommodations to meet your 
desires, at prices to fit your convention and vaca¬ 
tion budget. Whether you travel modestly or seek 
the luxurious perfection of elegantly appointed 
hotels, you'll always find the same spirit of cordial 
western hospitality, no matter where you go. 

For reservations and detailed information 
^vrite: 

Dr. Dean W. Hodges, Housing Committee 
International College of Surgeons 
502 Republic Building 
Denver, Colorado. 

MOUNTAIN TRIPS AND RESORT 
ACCOMMODATIONS 

• This information can be obtained from writing 
the above Housing Committee. 

HOTEL RATES 


The Housing Committee recommends the fol¬ 
lowing hotels—all prices quoted with bath. 

The Albany Hotel 

Single Rooms.$ 3.00 to $ 5.00 

Twin Bedded Rooms. C.OO to 10.00 

Suites. 14.00 to 20.00 

The Brown-Palace Hotel 

Single Rooms.§3.85, $4.40 and $5.50 

Double Rooms with 

double bed. 6.50, 6.60, and 7.70 

Double Rooms with 

twin beds. 6.60, 7.70, and 8.80 

Living Room and 

Bedroom suites.$10.00 to $16.00 

Colburn Hotel 

Double Rooms.$6.00 

Cosmopolitan Hotel 

Single Rooms.$3.30, $ 3.85, $ 4.40, $ 5.50 

Double Rooms.... 5.50, C.OO, 7.70, 8.80 

Parlorsen suite... 8.00, 10.00, 12.00, 15.00 

Olin Hotel 

Single Rooms.$ 3.50 

Double Rooms. $7.00 to 8.00 

Suites.12.00 

Park Lane Hotel 

Double Rooms.$8.00 

Suites.$12.00 to $15.00 

Shirley-Savoy 

Single Rooms.$2.50 to $ 3.50 

Double Rooms. 3.50 to 4.50 

Parlor and bedroom.8.00 to 10.00 




Hotel Shirlcj’ Savoy 



Brown Palace Hotel 


Park Lane Hotel 


Hotel Coiroopolitan 


























CORRESPONDENCE 


PEINCIPUJS or HULIAN ANATOMY 
To the Editor 

*'Thi3 IS in the nature of a rebuttal to your 
reviewer's rather querulous renew of our book 
Principles of Human Anatomy, which review 
appeared in the Jr Inter Col Burg, vol 7, p 287, 
1940 The title of our book is justified on two counts 

(1) The first half of the book is a guide to dis 
section and, as is well known, nothing so clearly 
exemplifies the principles of Anatomy as dissection 

(2) The last hali of the book is devoted to synopses 
which deal, often at length, with the principles we 
wish to stress Since the reviewer did not mention 
the synopses at all, we infer that he failed to read 
them For his perusal, perhaps even for his mstruc 
tion, wo rec ommend that he at least cvamine 
Synopsis VHl on the autonomic nervous system 

Your reviewer finds that our asking of questions 
without answering them works a hardship on the 
reader So it does, if the reader cannot answer 
them But our clear intention is to stimulate the 
student to seek for himself tho answers from the 
cadaver, the large text, the atlas This, we find, is 
mneh bettor teaching practice than the spoonfeed 
mg method of answering our own questions 

Ho further observes that on our p 37 the "hypo 
thotical" cose of me - * a a . . ^ ^ 

18 discussed, which 
classical case of 
hernia is not chosen 

he would have found that both types of hernia are 
equally and briefly mentioned for tho solo pnrpose 
of illustrating the importance of Hosselbach’s 
triangle 

Also he objects to our p 48, where we refer the 
student to various text figures of the cervical fascia 
Ho correctly remarks that these figures are dif 
ferent But should wo lead tho student to think that 
one text is completely right on the cervical fascia 
and the many texts that differ from it arc com 
plctcly wrong! Only on subjects which come within 
our own field of research can we make valid claims 
of choice between textbooks Incidentally the text 
books differ on a host of things besides tho cervical 
fascia 

0 F Do Garis, MJ), PhJ) 
Professor of Anatomy 
School of Medicine 
TTnivorsity of Oklahoma 


The above letter was submitted to the 
reviewer whose reply folloiLS 

"In answer to Dr C P Do Gans’ letter, I aish 
to state 

(1) I believe that the title does not indicate the 
scope of the book. Since o%er 100 pages of tho book 
are devoted to dissections, it, therefore, ecems that 
a happier title stressing tho dissection guide feature 
of the work could have been chosen 

(2) The reiiewer is grateful to the author for 
agreeing in his letter that "asking questions without 
presenting tho answers works a hardship on the 
reader ** Having once been a student, and now 
teaching students, the reiiewer feels that tho clear, 
concise, explanatory method of teaching is still the 
method of choice in preference to the memonzing of 
questions and answers 

(8) The reviewer read page 38 and there found 
mention of "incarcerated indirect logninal hernia " 
He still questions the wisdom of citing tho rare 
example of direct incarcerated inguinal hernia. This 
may give a false clinical impression because incareer 
ated direct ?iemta is, as is tceU Inoitn, one of the 
surffical raniies 

(4) Tho author and rcMOWcr again agree that 
many texts differ on certain anatomical points It 
seems to me that one writing a book and attempting 
to clarify the existing confusion would hardly gain 
his objective by referring the student back to 
sources vhich nro avowedly controicrsial and which 
at best tend to confuse 

Oao bas only to write a book to appreciate the 
trials and tribulations that are entailed in such 
endeavor and the reviewer is sincerely sympathetic 
and appreciatiie of tho time and effort which ha\c 
gone into this \oIame It is a good book and I wish 
to reiterate that it can bo in all sincerity rccotn 
mended Nevertheless, coastmctiic criticism docs 
make better understanding" 

P 
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Tbe History and Evolution of Surgical Instruments, 
C J S Thompson Foreword by Chauncey D 
Leake 113 pp 115 fig $8 ■jO Schuman's New 
York City, 1942 

T his book is well written in an interesting 
easy to read style It is divided into twelve 
chapters each of which covers one tvpe of gen 
erallv used instrument The tevt describes briefly 
the manner in which some of these instruments were 
used and by whom thus giving an insight into the 
past of our profession and evolution of some of our 
present day instruments 

The illustr itioiis are photographs and line draw 
ings of museum specimens which ba\e been m the 
collections of the Rojal College of Surgeons of 
London 

As a whole, the book could be considered a bis 
tory of the development of twelve comnionJv used 
instruments of the present dav surgeon 

H E Turner 

The Treatment of Bums Henry ^ Harkins NM 
457 p 130 fig $0 50 Chailes C Thomas Spring 
fidd Ill, 1942 

I N PART I, The Bum and Its Effects after giving 
an excellent sumiuarv of the history of burns, 
the author discusses the etiology simptoma 
tology, prognosis and medicolegal aspects Chapter 
2 consists of 1 lucid discussion of the pathologv of 
burns well illustrated by photomicrographs There 
are worthwhiJo chapters on chemical changes blood 
concentration following burns, and shock The 
physiological factors underlying the different shock 
theories (such as pathological phvsiologv of the 
adrenals the importance of fluid loss and the ta 
fluenco of tovins) arc di«cu«scl Bacteriological 
findings in burns and their importance in prognosis 
and therapy, early complications (such as sepsis, 
erysipelas, tetanus and Curling s ulcer) late com 
plications (such as keloid contractures and carci 
noma) are well described Part II, Treatment, 
covers exhaustively flic whole field of local, as well 
as early and late plastic treatment A valuable 
section of the book is Part III in which the author 
gives careful consideration to the treatment of 
special kinds of burns, such as electrical and radia 
tion burns, chemical burns, and burns caused by war 
gases and freezing Part IV summanzcs, in outline 
form, the general and specific treatments of burns 
step by step The bibliographv is thorough (1320 
entries) There are also very complete author aod 
subject indexes The reading of this book should bo 
considered a <‘must^' by every surgeon who expects 
to treat patients suffering from any tvpe of buru 
Horace E Turner 

Surgical Clinics of North America Volume 22, 
Number 2, pp 317 G47 69 Fig April, 1042 W 
B Saunders Co , Philadelphia 

S I>iCE war efforts arc so concerned with wounds, 
the combination of articles in this number is 
particularly happy, for it brings together (under 
tho editorship of Dr Frank L Meleney matenal 
germane to the questions now at issue Dr ilelencv 
contributes an article to Surgical Bacteriology, Dr 
Carl W Walter to Sterilization Dr Dcryl Hart to 
Slinimizingthe Contamination of Operative TVoonds 
Dr Alfreds Longacro writes on Vccidcntal I\oond 
Infections, Dr Harold D Harvey on Infections of 
the Skin and Subcutaneous Tissue Dr Roy D 
SIcCIure on Infections of the Chest, Dr ‘William A 


Altemeier on Surgical Infections of tho Peritoneum, 
Dr Michael L Mason on Infections of the Band, 
Drs Melenej and John S Lockwood on the Chomo 
therapy of Surgical Infections, and Dr Champ 
Lyons on Immunological Aspect^ of Surgical Infec 
tions Each of these articles is well written and 
contains up to-dati instructive and practical mate 
nal The volume concludes with some other impor 
tant material which is not related to the principal 
theme Of these articles, Dr Arthur Knda's paper 
On congenital dislocation of the hip is excellent The 
interesting contribution bv Dr John Russell Carty 
on the Use of X Radiation as an Analge'sic Agent is 
of much practical and timelr viJue and the much 
discussed Scalenus Anticus Syndrome is admirably 
analyzed by Dr K. G Hansson The conclusions 
here are iUgmingting Dr Henry L Jaffe’s article 
on Primary and Secondary (Renal) Hyperparathy 
roidism will prove of much interest A. cumulative 
index completes the volume All in all this is an 
exccJleDt and timeJv contnbutioir to eoatemporary 
surgical literaturt and can be highly recommended 

T 

Cancer of the Pace and Mouth Diagnosis Treat¬ 
ment Surgical Repair, ViJray P Blur, Sherwood 
Moore, and Louis T Bvar« 5^9 p 64 pi, 200 fig 
$10 C V 'Mosby Co, St Louis, 1941 

T his is an esccllent work on tho subject, com 
prising 30 chapters It evaluates from every 
point of view the therapeutics of carcinoma 
and the various factors governing same This re 
Viewer heartily agreo> with the statement of Dr J 
'\t T Finoej who in his introduction states “The 
true value of a book is largely determined bv the 
extent of the auflior’s knowledge of the subioct and 
experience in the carlr recognition and proper 
treatment of the problems under consideration, as 
well as the ability to present the subject matter la 
attractive and serviceable form “ It xs well known 
that views and opinions differ on the subjects under 
discussion, but the author’s mature experience and 
the authontative evaluation of the questions pre 
«cnted are truly worthwhile It is refreshing to 
note that in the main tho authors have substituted 
tho term *'DOdc“ for *‘gland This is as it should 
be Tho work is profusely illustrated The photog 
rapby, in monochrome is exceptionally wcl] eie 
coteil The chapter on carcinoma of tho tongue, floor 
of the mouth, and pharynx is very expertly pre 
acntcl The case illustrations bespeak the immen«o 
amount of material at the authors* command. 
All in nil this is n worthwhile contribution to tho 
surgery of malignancy The technic is thoroughly 
described This description is augmented by pen 
drawings which, while very exact, are just what 
they arc intended to bp sketches This is a good 
book, worth studv^ng 


Oral Surgery Sterling "V Mead, D D S, M Second 
edition 1315 p 553 iHus, 7 col pi 63s Henry 
Kimpton, 1940 

T HIS large volume comprises 47 chapters and 
discu«.se5 oral disease from the point of view 
of surgcrj Oral bacteriology, surgical technic, 
the sterile field, anatomic relations etc, are dis 
cussed, ond methods of extracting teeth treating 
fractures of the jaws, treating infections involving 
the mouth and neck, are outlined in detail Qnota 
tions from many original sources are include 1 in 
the text Each chapter is followed bv an extended 
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Gainsborough's famous "Blue Boy" was painted as a deliberate 
challenge to art critics who contended that blue, as a 'cold' 
color, could never be used as the central theme in a well 
planned picture. Today it is considered one of the six out¬ 
standing masterpieces of fine art. 

So too is the Picker-Waite Three Phase X-Ray Unit acclaimed 
the ultimate in diagnostic x-ray apparatus. Dubious detail in 
conventional radiographs becomes sharply defined pathology, 
when produced with "Three Phase" equipment. 

There is an informative brochure on this remarkable x-ray 
unit available upon request. May we send you a copy? 


[ WAITE MANUFACTURING DIVISION. CLE^VELAND. OHIO ■ 







MEMBERS OF THE INTERNATIONAL COLLEGE OF 
SURGEONS NOW IN THE SERVICE OF THE 
UNITED STATES ARMY AND NAVY 


DK. JESSE WILBERT BOWERS, Fclloiv, Lt. Colonel 

DR. WALTER CLEVELAND BURKET, FcUou', [Major 

DR. DONALD CLARK COLLINS, Fellow, Lt. Colonel 

DR. HAROLD ALVIN CONRAD, Associate, Captain 

DR. EVERETT HOMER DICKINSON, Fellow, Lt. Commander 

DR. PAUL GALLAGHER, Fellow, Lt. Colonel 

DR. LAAVRENCE GAMBERT, Associate, 1st Lieutenant 

DR. L. V. GIBSON, Fellow, Lt. Commander 

DR. ALFRED AIYRON GLICKMAN, Fellow, Navy Medical Corps 

DR. JOSEPH AIADISON GREER, Fellow, Naval Hospital 

dr. JAMES L. LAMEY, Associate, Army Medical Corps 

DR. JOHN DANIEL LAMON, Jn., Fellow, Major 

DR. JOHN KENNETH PATTERSON, JL mher, Lt. Commander 

DR. EUGENE EDWIN RIDER, Member, Army Medical Corps 

DR. AIILTON -M. ROSENBERG, Fellow, Major 

DR. GEORGE C. SHIVERS, Member, Major 

DR. WILLIAAI POLSON S.MITII, Fellow, Major 

DR. JUSTIN JOHN STEIN, FelUm-, U. S. Naval Hospital 

DR LLOYD THOMAS SUSSEX, Fellow, Aledifal Battalion, Marine Division 

DR. CHARLES EDWIN TOWNE, Associate, Captain 

DR. JOHN GERALD TOWNE. Fellejw, Bri-. Genera! 

DR. CLARENCE WILLIAM TREXLER. Fellow, .Me.lieal Corps, U. S. Na\y 

DR. JOHN R. VASKO, Fellow, Major 

DR. JOHN E. WYTTENBACH. Mer^iber, Major 
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Come fo the famecf 

BROADMOOR HOTEL 

for rest and relaxation 


Join distinguished guests at Btoadmoor in 
the Rockies for the rest and recreation you 
need. Loaf lazily, storing up energy from 
tangy mountain air. Enioy your favorite sport at the doorstep of the luxurious 
hotel: polo, golf, sn miming, riding on skyline frails, irour-hshing, skating in the 
Ice Palace. Gay evenings with music and dancing. Write for brochure. 

JSsefiCan o( Eur«peaa Plan Ceniull Yeur Trawl Agent 

CHARLES R. DRAKE, Manager 


.BROADMOOR HOTEL, COLORADO SPRINGS, COLO.- 


INDEX TO ADVERTISERS 
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BILE ACID THERAPY 


Surgery 

The hydrocholeresis produced by Dccholin (chemically pure dehy- 
drocholic acid) finds four applications Avhich arc advantageously 
utilized in biliary tract surgery: 

(1) It causes the bile ducts to stand out more prominently at operation; 

(2) It encourages maintenance of T-tubc biliary drainage of an in¬ 
fected common duct; 

(^) It is an aid in the removal from the choledochus of small stones 
and foreign material overlooked at operation; 

(4) In the presence of spasm of the sphincter of pddi and in conjunc¬ 
tion with antispasmodics, it assists in the correction of biliary 
dyskinesia. 

Dccholin and Dccholin sodium arc contraindicated in complete ob¬ 
struction of the common or hepatic bile ducts. 




★ Every ounce of rubber is now 
precious. This is especially true of 
surgeons gloves. So avoid needless 

? 

THE MASSILLON RUBBER CO. 


1. Assign ono oxpenoncod nurso fo 
all autoclaving. 

Z, Novor sterilize gloves with instru¬ 
ments or other items. 

3. Place gauze pad or powder pack 
inside turned back cuff. 

4. Fold packs loosely. DO NOT FOLD 
GLOVES. 

5. Stack packs on edge in tray. Do 
NOT squeeze or compress. 

6. Sterilize 15 minutes at 248^-250°. 
Exhaust all air. Take reading from 
discharge line. 

7. Control procedure by temperature. 
If reliable recording thermometer is 
not available use Diack controls. 

8. Cool packs on moisture absorbing 
material. Do not use metal or glass. 
Allow at least 24 hours be/orc re¬ 
issuing. 

9. Do not dry gloves in sunlight. Avoid 
contact with greasy or oxidizing 
agents. 
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Salvus cJfuT Sutures 

CATGUT sutures and ligatures manufactured by SALVUS are in strict compliance with all of 
the requirements of the United States Pharmacopoeia. 



Surfec* Sme«fhn«it, Non fraytng 
rfaAtotnicrograpbs eenclutivciy indicate the difTercoce to 
surface imoothfleta bet'ween a Salvua suture and that of 
competitive brands Obviously tbe smooth suture will net 
cause serious abrasion nor will it introduce resistance to 
threadine or drawing through the tissue Further tbestruc. 
ture of the Salvus strand is so strongly cohesive that coil 
ing unwinding and threading will sot rr^uee frayiog 
which not only impairs knotting power but also rMueea 
(ensile strength 

Sire UnUormlty, Aetorofe Oeoghg 
Some sutures are notonously erratic m sue umfomilty, 
varying greatly m diameter within the same strand There 
are two ways to gauge and control suture diameter* One 
wav 1$ to measure a sample of each batch or a portion of 
each sample The Salvua way is to gauge every inch of 
every strand with a precision dia] mierometer before and 
after processing ruling out all strings not coming within 
the diameter re inirements of the United States I'haras 
copoeia 

Cofliisfenf Abtgrpfhn Kelt 

Although United States rharmacopoeia designations are 
no V bised upon hardness instead oi absorption time the 
latter factor is nevertheless of consi lerabte concern to the 
aurnenn otherwise post operative progress cannot be pre- 
dieted It IS therefore highly important to note that all 
sites of Salvua CHTOMIC sutures (of the same type) 
are uniform m absorption time under similar physiolwtica) 
cond (ions 

The perfect a ♦ * « ~ , v 

stances such as • j . • . • •• 

adverse physiol s ■ • . 

and neutrality . i . • 

be avoided p ■ •'■■•pb 

environments None of these substances named are used to 


processing Salvos sutures nor is any other foreign fub> 
stance used which may be deleterious upon contact with 
tissue or upon absorption. 

Roth dexibilitr and pliability determine the manipulative 
character of the suture Obviouffy t suture which is stiiT 
or brittle is difEcuU to handle, offeta resistance to thread 
ing and is not capable of forming a small tipht knot. The 
high degree of flexibility and pliability of balvut sutures 
make (hem markedly luperior to otheri m this important 
regard. 

Inrered. Cerfflled SttrUlty 

The Salvus method of closed tube heat atenlitation in 
vacuum maVes sterilization a eeruinty Under Ibis exclu 
aive system nothing depends upon the ueraonat equation in 
laboratory technique for insertin^t tbe fluid nor when seal 
ing nor tor any other purpose since tbe doted tube method 
precludes accidental contamination of tbe suture while in 
preparation 

Itased on tbe simple premise that if * tube is tightly 
plugged with absorbent cotton no bacteria can get into it 
and that if espoaed to auSeieot beat no bacteria can live 
the sutures flrit are tightly plugged witbm tbe tubes The 
tubes then undergo beat sterilisation in a vacuum chamber 
under a high vacuum receive their content of tubing fluid 
by inflUration tbreugb tbe itenlieed cotton plugs while 
still withm tbe aietile ehaaber, and are sealed without tbe 
plugs ever being removed 

Baeferleloptcol Cenfrot fdenflflceflen 

In each batch of tubes subjected to slenliution there are 
placed cotitrol tubes containing specimen samples of catgut 
inocolated with one of the most beat res stint spere>form 
me bacteria known as Racittui Stearotbermophilut a her 
mopfiilic bacteria which has caused great spoilage in the 
canned food industry 

After stenlieation these control tubea are sent to an 
eminent Independent baeteriologisl for enltunng both aero¬ 
bically and anaerobically according to well recogntied and 
accepted tests. 

Kot a tingle tube It released for ahipment until the bac 
fcnologist’a report it received indicating absolute sterility 
of the control Each tube—not merely each boa of twelve 
tubes—bears the bacteriologist’s control number which ap¬ 
pears also on a copy of tbe bacteriologist a report accompany 
me (he ahipment. 

Such control identification is a valuable adjunct to tbe 
case history It is vitally important to both the surgeon 
and the hospital imee it providea proof of sterility 

Dtrmcnc Nyhe Stftirti 


tension suturing Sues s/e to i 

Iroften fVroftfedf Kyfen Sufares 
are recommended in place of ailfc and other non absorbable 
matenals Observationa have abovra Brailon sutures to 
fare the desired flexibif ty tad greater aecurity of knots 
plus the added advantage that firailon baa ihown to pro¬ 
duce leas if any (issue reaction Sixes 5/0 to s 

Samflrt end hlrraturt pladly furnuhtd on rtetrtt 


Ss VUS Products Inc. 
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Early publication of 

The Proceedings of the Third 
International Assembly 

of the 

International College of Surgeons 

held in Mexico City. August, 1941 

This will be a cloth bound volume of over 500 pages, 
and will contain more than one hundred contributions 
by outstanding surgeons of the world. A partial listing 
of the contents will be found on the next two pages. 

Pre-publication price, $4.50 

(After publication the pnce will be $6 50 ) 

Order your copy now. Make check payable to Interna¬ 
tional College of Surgeons and mail it with attached 
order to 850 W. Irving Pk. Blvd., Chicago, Ill 


Reserve for me copy (copies) of the Proceedings of the Third 
International Assembly, International CoWege of Surgeons 
My check for $ is enclosed 


Dr 



Partial List of Articles to Appear in the Proceedings 
of the Third International Assembly of the 
International College of Surgeons 
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William Nimch, Mexico. 
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Surgical Observations on the Treatment of Gastro¬ 
duodenal Ulcers, by Dr. Antonio J. Castillo, Caracas, 
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A. H. Rotfo, Buenos Aires, Argentina. 
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Sammons, Wheeling, West Virginia. 
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gentina. 

The Changing Pattern of Collapse Therapy in the 
Treatment of Tuberculosis, by Dr. Moses Bchrend, 
Philadelphia, Pennsylvania. 

Advances in Heart Surgerv, by Dr. Rudolf Nissen, 
New York City. 

Tho Open Surgical Treatment of Tuberculous Cer¬ 
vical Abscesses with Skin Involvement, 1)3' Sir. Ham¬ 
ilton Bailev', P.R.C.S., England. 

Objectives in Surgery of the Biliary Tract, by Dr. 
F. M. Douglass, Toledo, Ohio. 

Reduced Temperatures in Surgcr 3 ', by Dr. Lyman 
W. Crossman, Now York City. 

Tho Treatment of Fibroid Tumors of tho Uterus, by 
Dr. Ernesto R. Do Aragon, Havana, Cuba. 

Cerebral Conductivit 3 ', by Dr. Antonio do M. Bal- 
vancra, Mexico, D.F. 

Ten Years' Experience in the Surgical Treatment 
of Pulmonarv- Tuberculo.sis, b 3 ’ Dr. Gdsta Lundh, 
Landskrona, Sweden. 

Local Anesthesia in Operations by tho Vaginal 
Route, by Dr. Ernesto R. De Aragon, Hnvann, Cuba. 

Orthopedic Procedures in Therapeuticall 3 ' Induced 
Cerebral Shock, b 3 ' Dr. Leonard D. Frescolu, Phila¬ 
delphia, Pcnns 3 'lvania. 

Empyema Thoracis: Complicating Pneumococcus 
Pneumonia, b 3 ' Dr. Italo F. Volini, Chicago, Illinois. 

Recent Achievements in Surger 3 ' of tho Esophagu.s, 
b 3 ' Dr. Rudolf Nissen, Now York Cit 3 '. 

Hemorrhagic Problems in Child Surgor 3 ’, 1)3' Dr. I. 
Newton Kugelmass, New York Cit 3 '. 

Series of Case.s of Ewing's Tumor in Children, by 
Dr. Custis L. Hall, Washington, D.C. 

Epithelial or Esser Inl.i 3 ', b 3 ' Dr. J. F. S. Es^er, 
Monaco, France. 

The Treatment of JListosis with Foliculine, 1)3' Dr. 
Eduardo Bello, Lima, Peru. 

Tre.atment of Extensive Vesical Fistulas, b 3 ' Dr. 
Alejandro J. P.avlovsky, Buenos Aires, Argentina. 

Electrosurgical Treatment of Cancer of the Rectum, 
by Drs. A. H. Roffo and Felipe A. Carranza, Buenos 
Aires, Argentina. 

Treatment of Cancer of the Breast, by Drs. A. H. 
Roffo and A. Emanuel, Buenos Aires, Argentina. 

Physiopathology of tho BiUar 3 ; System, by Dr. 
Pablo L. Mirrizzi, Cordoba, Argentina. 

Tuberculosis of the Cecum, by Dr. Juan M. Allendc, 
Cordoba, Argentina. 
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The Surgical Treatment of Nicholas Favre Disease, 
by Dr Alfredo Borjas, Caracas, Venezuela 
A Modified Technic of Left Diac Colostomy, by Dr 
Eicardo B Gonzalez, Caracas, Venezuela 

Cataract Operation, by Dr A Torres Estrada, Me* 
ICO, D F 

Modifications of the Cyclodialysis Operation of 
Heine, by Dr A Torres Estrada, Mexico, D F 
The Story of the Artificial Eye, by Dr Theodore J 
Dimitry, New Orleans, Louisiana 

Dacryocystorrhinoplasty, by Dr Jose Gomes Mar 
quez, Honduras 

The Barraquer Operation of Fhaco ercsis, by Dr 
JosS Gomez Marquez, Honduras 

Ocular Infections of Dental Origin, by Dr Matias 
C:irrasco de Mier, Mexico, D F 

Our Present Knowledge of Cataracts, by Dr Mar 
vin J Blaess, Detroit, Michigan 
Argumosa’s Contribution to Palpebral Facial Sur 
gery Attributed to Others, by Dr M Marquez, Ma 
drid, Spain 

Modified Barraqner Suction Cataract Operation, by 
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Clinical Aspects of Cataract Operation, by Dr M 
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Pentothal Sodium Intravenous Anesthesia, by Dr 
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tosigmoid, by Dr Frank H Baehr, Springfield, Ohio 
Tumor Formation in the Mineral, Vegetable and 
Animal Kingdoms, by Dr Wilbam S Batnbridge, 
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Peritonitis Special Eeferentes to Ruptured Ap 
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Peritoneal Cavity, by Dr D 0 Enloe, Sherman, Texas 
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tonitis, by Dr Thomas B Noble, Jr, Indianapolis, 
Indiana. 

Management of Patients with Clironio Gastric 
Ulcer, by Mr Eodney Maingot, London, England 
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sions of the Semilunar Cartilage, by Dr Felix Mandl, 
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Intracerebral Hematoma caused by Cranial Trauma, 
by Dr Maximo A Karlen, Montevideo, Uruguay 
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Prof Domingo Prat, Monteiideo, Uruguay 
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Springfield, MaBsochusetts 
Gastric Surgery, by Dr Octavio Aicndano, Mexi 
CO, D F 
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Transportation 
to the 

Denver Assembly 

The Executive Officers of the United States Chapter of the Internafional 
College of Surgeons have again appointed Mr. R. L Roberts their 
official travel representative to the National Assembly to be held in 
Denver, Colorado, July 15 to 18, 1942. 

Following the Assembly, a few days recreation will be arranged for 
members, their families and friends. There will be visits to such out¬ 
standing attractions in the Colorado Rockies as the Garden of fbe 
Gods, Pikes Peak, Will Rogers Shrine, Bill Thompson Canyon, Esfes 
Park, Grand Lake, Confinenial Divide, fhe gold mining region of 
Idaho Springs, Lookout Mountain, Buffalo Bill Tomb and Museum, 
Clear Creek Canyon, and beautiful Troutdale in the Pines resort. 

Full details will be announced shortly. Plan now to make this your 
summer vacation. July is the ideal time to see the colorful Colorado 
Rockies; because of the war no other place is more suitable or accessible. 


For advance information regarding rates, etc., write 


J. J. McQUEEN, G.A.P.D. 
Missouri Pacific Lines 
105 West Adams Street 
Chicago, Illinois 


R. L. ROBERTS. 

Traffic Representative 
Missouri Pacific Lines 
105 West Adams Street 
Chicago, Illinois 


MISSOURI PACIFIC LINES 
DENVER AND RIO GRANDE WESTERN RY. 




Who said hematology doesn't 
interest surgeons? —--1 -c. ^ 

-rirr s0»s 

-- in his book 

Diseases of the Blood 


692 Pages 


54 Color Plates 
end 4& Other 
lllustretions 


OLOOD banks... of whole blood, placental blood, blood 
plasma . .. coagulation time ... Vitamin K ... the bone 
marrow in tumors ... topics which confront the surgeon 
every day! He must recognize the latent and incipient 
diseases of the blood and how they affect his surgical pro* 
cedure. He must know what the treatment of these diseases 
is and its relationship to antecedent or succeeding surgery. 
He must be able to recognize states where surgery Is con> 
traindicated, and know how to build up his patients so 
surgical risks are minimized. Kracke’s DISEASES OF THE 
BLOOD offers the alert surgeon the answer to all those 
questions, and covers the groundwork In hematology as 
related to surgery more than adequately for the surgeon 
wbo is "on W$ toes". Prove your aiertness by sending for 
a copy today. 



MODERN SURGICAL TECHNIC 


by Max Thorek, M.D. 



A Work for Every Surgeon! 


VOLUME ONE 

VOLUME TWO 

VOLUME THREC 

General Operatic 

re • Ve«el* • 

Abdominal Surgery 

Considerailont 

• Nerve* • 

Hernia 

Head and Neck 

• Bones • 

Genlto-Unriary And 

Plastic Surgery 

Breest • Chejt 

Gynecologic Surgery 

3 Volumes 

• 2045 Pages • 2174 Illustrations • $33 


J. B. LIPPINCOTT COMPANY 

Philadelphia * London • Montreal 




ULTRA MODERN 
X-RAY DESIGN 

Here is the great, new FISCHER 
x-ray unit that has proved to be 
a sensation in the profession. 
Ultra-modern in design, ap¬ 
pearance, flexibility, and per¬ 
formance. High in power. 
Shockproof throughout. Large 
lead-lined storage bin. Durable, heavy-anode, 
fine-focus x-ray tube. Recommended as a 
superb mobile unit supplementary to a large, 
fixed hospital apparatus or for original 
installation. Affords complete x-ray service. 

Wrife for our large 2-co/of illusirofed and 
deseripfiye folder giving full information. Sent, 
without obligation, promptly by return mail. 

H. G, Fischer & Co. 

2323-2345 Wabansia Avenue 
CHICAGO, ILLINOIS 



[Denver, the site chosen 
for the 1942 Annual Assembly of 
the United States Chapter of the 
International College of Surgeons, 
July 15 to 18, is located almost in 
the geographical center of the 
United States. It can be reached 
quickly and conveniently from any 
place in the country. 

The city has a myriad of scenic, 
climatic and recreational delights. 
Close to Denver one may take his 
choice of altitudes ranging from 
slightly more than 3,000 feet alti¬ 
tude to heights of more than 14,- 
000 feet. Its splendid mountain 
parks system may be reached in 
only twenty minutes’ motoring time 
from down town Denver. Seventy- 
five miles av/ay, but seemingly 
much closer, is Pikes Peak, the best 
known mountain on the continent. 
Mount Evans and Lookout Moun¬ 
tain are not far away. 

Have You Made 
Your Reservations? 







iL'.N -■ 


Feafurei .., 

1. No wtighlj fo handle. Traction 
up to 20 pounds sot by the re¬ 
movable key. The apparatus is 

self-contained. 

2, It provides constant traction 
since the weights are not 
bumped info and cannot become 
caught. Once the traction is 
adjusted and the key removed. 


The New HERZMARK-ADAMS TRACTION REEL 


Tho now power spring fraction apparatus can be used for 
ail types of fraction where pulleys and weights are now 
used. This includes skin or pin traction, skull traction, over¬ 
head traction from a frame, as well as counter traction. A 
removable key adjusts the traction to up to twenty pounds. 
A scale shows the number of pounds used. The apparatus Is 
easily attached to any position on the bod, using only the 
attachments supplied. 

NOTE' The ellminetian of twinging weighft maket this opparalut ideal 
for ute on board thlp, train, plane, or car. 


No. 6‘fOOO Hersmork-^efarnt 7racf/ea Reel with 
two 12" herlionfal bars and one 14“ vertical 
extension bar ... $34.50. 

Discounts for quonffly. Prices higher eufslde (I.S.4. 


visitors cannot change the ad¬ 
justment. 

3, Movement of the petient 
causes practically no variation 
in traction 

4, Easily attached with only the 
attachments supplied. 

5, The apparatus is durably built 
. . . there is nothing to get out 
of order. 


CLftY-flDAMS CQ & 

- {apamsI 

41 MSI 23H S1»£I, KtW tOU, H. t. 


IlliDois Surgical Supply Co, 

10 S. Wells St. 

Chicago, Illinois 

has been serving the medical profession for over 35 
years, with best quality surgical instruments, equip¬ 
ment, and supplies. Our turgicel appliences are 
famous for quality and correct design. Our facilities 
are exceptionally welt developed to serve profestienel 
requirements by mail, just as efficiently as if we were 
in your own locality. A trial will convince you 

TX-308UKELLY OR HALSTEAD 
HAEMOSTATIC FORCEPS 


HARD OF HEARING 


E. 
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HEARING AID 




Straight, Box-Lock Chrome 
Special price, per dot. 













THE HEEPIimiO HTlUJO 


HE POSTOPERATIVE ROAD ro 
recover}’ is frequently an uphill ^radc, 
beset witlt the pitfalls of gas pains, disten¬ 
tion, ileus, and urinary retention. More and 
more surgeons are finding in Prostigmin 
the helping hand that aids the patient 
through a smoother convalescence. Routine 
use of Prostigmin Methylsulfate 1:-1000 
prevents postoperative distention and 
urinary retention by maintaining the tone 
of intestinal and bladder musculature. The 
recommended doiiage schedule consists of 
an intramuscular injection of 1 cc fI 
ampul; of the 1: lOOO solution immediately 
after operation, rolluwcd by 5 similar 1-cc 
injections at 2-hojr intervals. Additional 
injections ma;. b:. gistn if necessary; by 


effects from the use of Prostigmin in 
therapeutic doses are conspicuously absent. 

, ‘PRO.sTIGMIN METHYLSULFATE 1 4000,1 cc, 
boxes of 12 and 100 ampuls, blue label. For the 
prcs'cntion of postoperative distention. 

PROSTIGMIN METHYLSULFATE 1:2000,1 cc, 
boxes of 12 and 50 ampuls, buIT label. For the 
treatment of postoperative distention and 
of m)asthenia gravis. 

fPROSTlGMIN BRO.MIDE Tablets, 15 mg., 
vials of 20. for the oral treatment of myasthenia 
gravis. 

^D *r'r:H!carbjr‘:c eiter cf ^-h\drrx%phtr\}^triirtthyl^ 

\l) tiUr tj 

Irct*- Je, 

HOFFMANN-LA ROCHE, INC. 

R O C H t P A R K • N U T L E V • N E J E R 5 E Y 



PROSTIGMIN METHYLSULFATE 1:4 0 0 0 


XII 



, .A S.. SJ.A.t ..\A 


W VV ‘V \ s V 




The Journal of the 
Iniernaiional College 
of Surgeons 


Vdhimr y 


jM A1?0U-A1>I{1 I; 10.12 


i\'II III III r 2 


■•VS*N «*V**V' 




Editorials 


The Advancement of Surjtery of The Stomach in 

T'Un T nof Vndre 










90 


JOUr.XAL OF THE IXTEEXATIOXAL COLLEGE OF SUEGEOXS 


in Europe and one or hvo clinics in this 
country. However, in this country it 
raised a storm of indignation and re¬ 
sentment that such a major procedure 
should be done for such a small lesion. 
The two main argpaments against the 
operation were that it was too large and 
extensive a procedure, and that it had 
too high a mortality rate (-the mortality 
twentj'-five years ago ranged from five 
to ten loer cejit among vaidous experi¬ 
enced and expert surgeons who had a 
great deal of surgical material.) The 
surgical profession at large was unalter- 
ahly opposed to such a procedure, but 
gradually, as the results were shown, a 
number of the larger clinics changed 
their minds, acknowledging the wisdom 
of this procedure for tins particular 
ailment. 

It took about twenty years for the 
.surgical profession of this country to 
realize that although this is a major 
pi-ocedure, in a large number of cases 
over a ])orind of years it has fewer com- 
jdieations and less recurrence of ulcer.s, 
and effects a cure in jiinety-five per cent 
of the cases, with good clinical end re¬ 
sults. A great deal of the opposition was 
due to the fact that the profession at 
large would not admit that gastrojejunal 
ulcers occurred in about thirty per cent 
of gastroenterostomies until many long 
series of careful investigations had 
shown this to ho sure in this country as 
well as in Europe. Once this was an 
established fact, the die-hards who op¬ 
posed this treatment of surgery finally 
had to give in. 

The operation of sub-total gastrec¬ 
tomy has been so standardized, e.special- 
ly in the last ten or fifteen years, that its 


mortality has been reduced to some¬ 
where between one and two per cent 
in clinics throughout the country, and it 
shows a recurrence of gastrojejunal ul¬ 
cer of not more than one per cenl, 
especially when sixty or seventy ])er cent 
of the stomach has been I’emoved in the 
original sub-total gastrectomy. The 
mechanical com 2 fiications of sub-total 
gastrectomy are very few and are now 
so easily handled by Levine Tubes and 
Miller Abbott Tubes that when they do 
occur they play a very small role. Also, 
with the advance and modernization of 
spinal and intertracheal anesthesia the 
greatest factors in mortality and com¬ 
plications, which are bronehojjncumonia 
and atelectasis, have been practically 
eliminated. There is still some question 
as to whether the Poyla operation for 
sub-total gastric resection ought to be 
an anterior mesocolic type or posterior 
mesocolic type. We believe that the pos¬ 
terior me.Socolic Poyla type of resection 
gives the least mechanical complications 
and has been the best in our experience, 
especially when sixty to seventy per cent 
of the stomach has been 7’emoved. 

As one looks back twenty-five j^ears 
and sees that sub-total gastrectomy was 
done by only a few men in this country 
and Europe, and was looked upon as a 
great sui’gical stunt, and now sees hun¬ 
dreds of men in this country and Eurojje 
doing .sub-total gastrectomies routinely 
for gastric and duodenal ulcers Avith a 
small mortality of one to two per cent, 
one must admit that this has been one 
of the gi’eatest advancements and epoch- 
making strides in major surgery. 

Alfred A. Strauss, 1\I.P. 
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Teaching With Films 


M an, it lias been said, is the animal 
that makes tools. It might well 
he added that man is wise in pro¬ 
portion to the extent to which he effec¬ 
tively nses the tool he makes, since the 
purpose of an implement is to facilitate 
the accomplishment of a specific task. 
We of the surgical profession have both 
a task and a problem which need not 
only a proper utensil but also an indus¬ 
trious use of it. 

Our problem lies in the fact that in 
the field of medical education, as in the 
field of general education, there has come 
about in recent years a truly tremendous 
increase in educational traffic. Not only 
is the medical profession asked to teach 
increasingly greater numbers of under¬ 
graduate and postgraduate students, but 
it is also asked to teach more material. 
The further demand of these times is 
that this “more” shall be taught in less 
time and, still further, that last-word in¬ 
formation on diagnostic and therapeutic 
technique shall be made available to our 
professional colleagues the world over. 
Oh, if someone would only contrive a 
tool with which to annihilate both time 
and space! Someone has. The tool is 
called the motion picture film. 

As long as twenty-five years ago some 
members of our profession recognized 
the potential value of the teaching film. 
It so happens that the foremost indepen¬ 
dent pioneers in the field of medico- 
surgical films are actually Follows of 
the International College of Surgeons. 
Perhaps for this reason, and perhaps 
because the need is so great, the medical 
profession as a whole looks to this great 
international congress of surgeons for 
information and guidance in the proper 
utilization of present day surgical films. 
Sensing this fraternal obligation, the 
College has created a special committee 
to correlate all available data on medico- 


surgical films and to appraise such films 
as are submitted for review. Such study 
of a film submitted would in no sense 
constitute censorship. It rvould merely 
make possible the listing of available 
films and the establishment of a central 
bureau through which arrangements 
could be made for the use of such films. 

No teaching implement is so interna¬ 
tional in its utility, or so universal in its 
appeal. The adaptability of motion pic¬ 
ture films makes them extremely useful, 
even when view'ed in a country foreign 
to the author. By the simple insertion 
of Spanish and Portuguese titles they 
are ready for all Pan-America. Even 
with titles in English, such films are of 
interest and of decided value in a 
foreign country, since the pictures speak 
for themselves and their language is 
universal. No finer ambassador of good 
will can be found then this means of ren¬ 
dering reciprocally available technical 
information which might not otherwise 
bo obtainable. 

Many films of the kind we have been 
discussing have been made—many more 
are still to be made. Hence we feel it 
useful to point out at this time that such 
films are as much a part of medical 
literature as are our medical textbooks. 
Indeed, it is this writer’s opinion that 
many of the medical textbooks of the 
next medical generation will be printed 
on celluloid instead of paper. Since it 
is a literature that we are creating, it 
should be subjected to the same selective 
and editing attention as any other text¬ 
book. And when it is found acceptable 
and useful it is entitled to just as gener¬ 
ous a distribution. The International 
College of Surgeons is actively en¬ 
deavoring to render a sendee to both the 
author of the film and the profession 
"like. 

J. F. Montague, M.D. 



The Treatment of Fractures of the Femoral 
Neck in the Aged* 

HERMAN DE LAS CASAS, M.D., F.LC.S. 

CARACAS, VENEZUELA 


F KACTUBES of the neck of the fe¬ 
mur in aged people -were for years 
the dread of our Department. Some¬ 
times we had satisfactory results, but 
we had many failures and even deaths. 
I^fany fractures considered similar, upon 
treatment, brought entirely dissimilar 
results. Sometimes what seemed an ex¬ 
cellent result was later found to be a 
failure, the patient returning in a few 
months with a flattened femoral head 
and a painful hip. So universal were 
these failures that new treatments ap¬ 
peared one after another, each awaken¬ 
ing loud enthusiasm and each bringing 
forth a series of optimistic papers, soon 
to fall into oblivion. Casts and manipu¬ 
lations, nails and pegs, grafts and 
screws, blind operations, and oj^en opcr- 
aiions came and wont. 

Perhaps no method of treatment was 
more successful than Smith Petersen’s 
which is still used. At one time his nail 
seemed to be unanimously accepted. 
l\fany i)apors were published tliat took 
for irranted the flanged nail but dis- 
cussed onlv minor details, or accessorv 
ap])aratus to guide the nail. The sur¬ 
a-eons were exultant with the Ann hold 
of the nail, even in the spongiosa of the 
femoral head, although to remove mis¬ 
placed nails a powerful extractor had to 
be deviled. Still in sjiite of the nail, our 
failure'- continued. We had to convince 

■1’.-.! .'it t'• I't( ni itinr'il A«-i of tlio 


ourselves that the problem was not 
purely mechanical, but rather biological. 

We reviewed the records and found 
the following: 

3. Among the intracapsular fractures 
only the most lateral of the group re¬ 
sulted in satisfactoiy union. (Pig. 1). 

2. In cases of unfavorable results a 
difference of opacity to the X-ray ap¬ 
peared between the head of the femur 
and the lateral fragment, that is the 
capital fragment appeared by compari¬ 
son, progressively denser. (Pig. 2). 

This observation suggested an explan¬ 
ation. In any fracture, in the course of 
repair, a congestion and decalcification 
occur. If one fragment does jiot pi-escnl 
decalcification, but remains unchanged, 
Avhile the other fragment becomes trans¬ 
parent to the X-ray, it is natural to con¬ 
clude that the blood supply of one frag- 
ment has been destroyed. We coneludcfl 
therefore, that in patients with medial 
fractures all or most of the vessels nour¬ 
ishing the head of the femur are sevei-ed, 
causing failure of union. 

This hj’pothesis seemed tenable, as the 
distribution of the vessels of the femoral 
head indicated this supposition. To 
demonstrate this demanded direct ex¬ 
amination of the fragments in vivo. As 
faihu’c of union in medial fractures of 
the head of the femur often occurred, 
there was nothing to lose in performing 
an arthrotomy and e.xamining the frag-- 
rnents. Wo found the lateral fragment 
presented the usual appearance with its 




Tig 1 Topic'll evolution of a lateral fracture after being grafted in which tic function i*« nonml Iig 2 
Typical oiolution of a medial fracture after being grafted The head la >ery (lcn'«e, a p'«cudarlhrosi3 i3 pres 
ent, and the Jatcnl fragment is displaced upward Fig 3 The round Iigamw t it 20 yenrs of age 3Jari_y 
artcriolae can be seen Fig 4 The round ligament at 60 yeara of age Tlu-ro la only one small artery, with its 
lumen all lost closed Inset The artery at larger magnification The useful lumen is ilmost non eiistcnt 
Iig 5 The anterior circumnex artery 1 Deep femoral 2 Origin of tie posterior circumflex, 3, Anterior 
circumflex 4 Artery of tl e quadriceps 8 Anterior branches, 0 Anterior trochanteric branches I ig 0 The 
posterior tireumfloi arterv 5 Nutrient artery of the trocJianter 6 Superior branches of tie head anl 
neck 7 posterior trochanteric brand cs 10 Inferior artery of the neck Fig 7 Schematic \ line of frac 
tore passing by AB will 'cicr all the \ascular connections of the head while one passing by CD mil Jca\e 
some Irantlcs untouched Any line of fracture seicrs the diapliysary branches (G) 
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spongy structures wliich bled easily, but 
the capital fragment appeared dry, and 
would not bleed, indicating ischemia. 

The excision of the femoral head, used 
as a treatment in serious cases of ar- 
fhi’itis with varying degrees of success, 
was nevertheless more successful than 
the results obtained in treatment of 
medial fractures by the classical 
methods. In medial fractures the stump 
of the femoral neck is long and should be 
able to support the acetabulum. To be 
sure the patient would walk with a limp 
but this is unimportant in view of some 
results obtained in attempting union. In 
any event excision would have the ad¬ 
vantage of a short convalescence so im¬ 
portant in aged people. Therefore, we 
decided to try excision. The pieces re¬ 
moved Avere given to Prof. Jaffe, Path¬ 
ologist of the Moabit Hospital of Berlin, 
whom it is our privilege to have on our 
Staff. His re]iort was: necrosis of the 
head of the femur. 

There ivas the explanation and also 
the indication that the treatment should 
be individualized. In fractures of the fe¬ 
mur with a living head capable of union 
it Avas correct to continue toward ana¬ 
tomical restitution. In fractures of the 
femur Aidth necrotic head, on the con¬ 
trary, the logical procedure Avould be to 
abandon the search for union and seek a 
purelj’’ functional result. 

There are still many other reasons for 
indiAudualizing the ireatment. While 
some patients are strong enough to stand 
a serious operation, others are too Aveak 
to be exposed to such danger. The local 
conditions are also different in fresh and 
in old fractures, and this factor requires 
special consideration. Still other rea¬ 
sons may cause the surgeon to Amry the 
treatment. To rexdeAv them all Avould 
carry us too far afield, but Ave Avill report 
a broad outline of Avhat we belieA’^e to be 
the most important. 


According to the classical description, 
the femoral head receives its blood from 
tAvo different sources; the artery of the 
Vigamcniiim ieres and the .system of the 
fcmoralis profvnda. This point is of con¬ 
siderable importance; if this be true, in¬ 
terruption of both systems is necessary 
if necrosis of the femoral head takes 
place. The interriq^tion of the latter, 
by the line of fracture itself, is A'ery 
likely to happen, but the interruption of 
the fonner Avould need lesions of the 
round ligament AA'hich, though occurring, 
are not frequent. We haA’-e found it 
sometimes eAudently disturbed by the 
fi’aetui'e and under the micz’oscope occa¬ 
sionally these lesions haxm been con¬ 
firmed. Yet this is far from being the 
usual ease. Frequently if the ligament 
has no important A'essels, the internip- 
tion of tlie system of the deep femoral 
suffices to produce the necrosis. 

The ligament has been said to have an 
artery, issued from the acetabular 
branch of the hypogastric, ramifying in 
the femoral head and nourishing it. This 
data has been seriously questioned even 
in the adult. In the first place it is noAV 
considered the remnant of an atrophic 
muscle, the pubofeiuoralis. Ex^en in the 
classical descriptions the artery is said 
to be absent in 30% of the cases, and to 
be often variable. Some authorities claim 
that its branches can be folloxx^ed until 
their penetration in the femoral head, 
and others that the branches end in the 
fovea capitis. 

We tried to put the artery in evidence 
by injections of colored and radio¬ 
opaque matter in the acetabular artery 
but failed. In some instances xve have 
seen an injection filling all of the vessels 
of the region, until it gave a homogene¬ 
ous spot to the X-ray, xvithout any liquid 
penetrating the ligament. In short, if the 
ligament has any artery, it is too thin to 
be studied by any method other than his¬ 
tological sections. 
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As to microscopical sections, the ap¬ 
pearance is quite different in youth and 
in old age. In the foi'mer, there are 
many vessels, though no one worthy of 
the name “Artery of the Ligament.” All 
are very thin arteriolffi with a very thick 
wall. (Fig. 3) In some specimens we 
ha%'e found more than thirty of such ves¬ 
sels. With increasing age the vessels 
disappear. At about sixty years of age, 
it is usual to find only one of these ves¬ 
sels, and generally its useful lumen is 
almost nonexistent. Still later in life 
there is no vessel left. (Fig. 4) As the 
vessels disappear-, the tissue of the liga¬ 
ment also grows old. In youth there is 
much hyaline fundamental substance, 
hut there are still many eonnecth-e cells. 
In old age, there are no cells left. 

We also found, in cases of fracture, 
signs of the ligament having been 
stretched. Many interstitial hemor¬ 
rhages were seen to have been invaded 
by neocapillaries and young connective 
cells. In some instances the tissrre was 
ohondrifled, pror-ing that the tissue had 
been submitted to much friction. 

In our opinion the vessels of the liga¬ 
ment are incapable of taking part in the 
nourishment of the femoral head, espe¬ 
cially in old age. Therefore, the only ves¬ 
sels worthy of being considered in the 
physiopathology of the fracture of the 
femoral neck in the aged, belong to the 
system of the femoralis profunda com¬ 
prised of the diaphysary vessels, the 
anterior circumflex, and the posterior 
circumflex. 

The diaphysai-y vessels enter the inte¬ 
rior of the hone from the nutrient artery 
of the femur, a branch of the deep fem¬ 
oral and pass from tlie diapliysis to the 
trochanter and the head. 

The anterior circumflex, the direct or 
indirect branch of the deep femoral, de¬ 
scribes in front of the trochanter an arc 
of medial and superior concavity. The 
anterior trochanteric branches which 


perforate the anterior aspect of the bone 
form the superior concarity, while the 
medial coneardty is foi-med by the,ante¬ 
rior cervical branches which perforate 
the capsula, enter the neck, and continue 
to the bead. (Fig. 5) 

The posterior circumflex originates 
from the deep femoral at a higher point 
than the anterior. It describes a similar 
arc in the posterior aspect of the bone, 
and ends in the digital fossa, becoming 
the nutrient artery of the trochanter. 
(Fig. 6) 

As illustrated in Figure 7 any line of 
fracture of the femoral neck severs some 
vessels of the system of the femoralis 
profunda. The number severed deter¬ 
mines whether there is an impoverish¬ 
ment in the circulation of the blood 
supply to the femoral head. In all frac¬ 
tures of the femur the circulation of the 
diaphysary branches is interrupted. 
Obviously the more lateral the fracture, 
the fewer other vessels severed. Con¬ 
versely if the line of fracture is medial 
or passes close to the femoral head, all 
or most of the vessels are affected, re¬ 
sulting in interruption of the circulation. 

In medial fractures and those close 
to the femoral head the snppi-ession of 
the blood supply causes profound 
changes in the capital fragment. In the 
course of open operations perfoi-med in 
such fraotnres, one can readily see that 
the conditions of the fragments com¬ 
pletely differ. While the lateral frag¬ 
ment presents the normal appearance 
of spongy bone, with the thinned tra¬ 
becula: which bleed easily as in any other 
fracture, the capital fragment appears 
drj- and homogeneous and does not bleed. 
The cai-tilage is modified, discolored in 
places, exfoliated, and without elasticity. 

Under the microscope tlie necrosis 
becomes evident. Figure 8 is a typical 
specimen showing the bonj- substance 
completely homogenized, with the fibril¬ 
lar structure lost and the nuclei achro- 
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matic. Of course these characteristics 
are est-ahlished progressively. In Fig¬ 
ure 9 there is still a certain degree of fi¬ 
brillar structure, vhile most of the nuclei 
are invisible. 

It is also knovrn that functional acti¬ 
vity (pressure bearing) is a cause of 
calcification, v’hile inactimty jiroduces 
i-arefaction. Every fracture is a seat of 
congestion, at least during the phase of 
repair. 

If the blood supply of the femoral 
head is completely interrupted, the capi¬ 
tal frogmeiit remains unchanged, while 
the lateral fragment because of the 
evolution of the fracture and the inac¬ 
tivity, suffers decalcification. Therefoi-e, 
the head will appear denser than the lat- 
ei*al fragment. If the blood supply of 
the head is only diminished, the capital 
fragment mil suffer real condensation, 
making this difference still moi'e evident. 

iierefore, in every fracture in which the 
jlood supply of the capital fragment is 
diminished or cut off, the head appears 
denser than the lateral fragment, but 
the condensation is not proportional to 
the degree of ischemia. The roentgen¬ 
ological picture (Fig. 10) illustrates the 
appearance of condensation of the capi¬ 
tal fragment in comparison to the latei’al 
fragment. 

A graft, at the moment it is implanted, 
lacks vascular connections. However, it 
acquires such connections, and is able 
to live when it becomes incorporated to 
the tissues of the neighborhood. This 
raises the question of why a necrotic 
femoral head cannot acquire similar con¬ 
nections. 

Invasion by the connective tissue is 
frequent. In figure 9 hosts of small 
round cells, with strongly stained nuclei 
can be seen. They are young connective 
cells from the block of connective tissue, 
which develoiis from the sjmovial mem¬ 
brane and neighborhood of the frag¬ 
ments. Unfortunately, the possibility 


of these cells reviving the head and 
producing useful union between the frag¬ 
ments is very remote and has no prac¬ 
tical value. In open operations for 
fracture of the femoral neck one can 
plainly see that the lateral fragment 
rarely contributes to the formation of 
this connective tissue. The mvasion of 
the bone comes from its surroundings. 
Therefore, if the fragments are well ap¬ 
posed and impacted, such invasion can¬ 
not occur, as the way to enter the 
femoral head is closed. If the fragments 
are not impacted, there is little advan¬ 
tage in the invasion of the femoral head 
by connective tissue. We have never 
seen the connective cells invading the 
bony substance proi^er, but only the med¬ 
ullary spaces. In figure 11 the connec¬ 
tive cells stop abruptly beside the bony 
columns. It is logical to think that in 
the course of time, the process of osteo¬ 
clasis will dissolve this bony substance, 
and tlie new-formed coimeetive tissue 
will be transformed into bone. An aged 
patient, howevei*, is not in condition to 
wait for such metaplasia to take place, 
as it is important to have the patient on 
his feet as soon as possible. Further on 
we Avill see the reasons for not counting 
on the consolidation, even in cases when 
the necrosis is not evident or comi^lete. 
In conclusion we can say that all the data 
point to the fact that the revival of the 
femoral head, even if possible, has no 
practical value. 

Evidently, while the femoral head oc¬ 
cupies the acetabulum, the stump of the 
neck cannot be of any use to support the 
l?elvis. It is exceptional when the neck, 
impacted in the femoral head, is cajjable 
of bearing the weight of the trunk. The 
direction of the femoral neck does not 
push it toward the head, but upward. At 
each step, the lateral fragment sutlers 
an ui^ward displacement or, what 
amounts to the same, the pelvis glides 
downward stretching the capsula and 
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ligaments Tins condition is veiy pain¬ 
ful and geneiallj causes complete dis- 
abilitj 

At fills point ne nouW also like to em 
pliasue that the duaction of the femoial 
neck lb pel haps the gieatest handicap 


against the healing of the fiactiiie If 
the stiess noie in tiie diiectioii of the 
axis of the fcmoial neck, it would he a 
faetoi of union As it is almost peipen- 
dicnlai to tins axis, it had a shcaiing 
offcct, which hindeis the union When 



I vg 8 Ili^tologj of the necrotic he'nl 5 O-wous gulwlmro, complete)} liomogencmis 2 Adirormtic nti 
olci 3 Jfirroiv J-ig *> Ili-tolopj of tin. necrotic held 1 Osstoiw snlfstnnte, in wliirli •tomo fibrjllir ^fnic 
ture enn stiU Ic rccogmietl -la veil as slimeA nuclei 2 Connictiit ti^-ine m\a«t!on rtg Iff The 

con<!<-ns.ition of i^chtinii The trochanteric part of the femur n Mr\ tran'-j.'irLnt to tin. \ri\ wlule tie 
head ii opai^ue tig 11 The connecti'C tiRsuc invanon of the nixrotic lie id The Rimll round e<lh stop 
ibnipth hc-’iiJe Hit 1 oiij subsf inee 12 Sphjgmognphic record of Niriftlulits of the euculitim of tin 
Iviiiortil head Kft, n •^potunen poor «i fornramn, right, i specinuu 5pe<.mll} rirb i« funmnn Vig 13 A 
pptcinieu Phoning lanitions in the djpposition of fornminn 
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dealing 'with the suhtroehanterie oste- 
otomy Ave will say more on this point. 

Frequently, in spite of the patient 
staying in bed and not submitting the 
lesioned hip to any mechanical stress, 
the pain is considerable, and the limb is 
profoundly disturbed by edema, local 
hyperthermy, marked muscular atrophy, 
pain, local sudoresis, and, most impor¬ 
tant, an increase of the oscillatory index 
as compared to the normal hip. Some¬ 
times such conditions are A'^ery quickly 
improved by excision of the femoral 
head, and the infiltration of the joint 
AAuth novocaine seems to haA'^e a definite 
action, plainly visible from the first mo¬ 
ment hy the modification of the oscillo¬ 
metry. 

Sometimes after excision the stump of 
the neck Avill not support the acetabulum. 
This results' in a mechanical condition 
similar to that before operation, al¬ 
though the aforementioned disturbances 
subside. Our interpretation is that the 
femoral head, by its mere presence, in¬ 
dependent of any mechanical factor, acts 
as an irritant to the spine producing the 
phenomena studied by Leriche in the 
articular sprains, a sympathetic reflex 
Avhose origin is in the joint, Avhose ter¬ 
mination is in the capillaries of the re¬ 
gion, and Avhose point of reflection is 
perhaps in the spinal ganglia. 

Since in some fractures the capital 
fragment becomes necrotic, Avhile in 
other fractures it keeps its ability to 
unite, the treatment should be individ¬ 
ualized accordingly. When union is pos¬ 
sible it should be sought and Avhen it is 
impossible it should be discarded and a 
purely functional result be sought. 
Therefore, the first step should be to 
classify the fractures. 

We know that the superior cephalic 
branches of the posterior circumflex 
enter the femoral neck very near the 
cartilage. Accordingly only subcapital 
fractures will belong to the medial va¬ 


riety, as any line of fracture lateral to 
the entrance of the vessels aa’^ouM leaA^e 
them undisturbed and therefore alloAv 
a certain amount of circulation of the 
head of the femur. HoAvever, many frac¬ 
tures more lateral than these result in 
necrosis of the femoral head, as the dis¬ 
position of the A^essels has many indi¬ 
vidual variations. (Fig. 14, 15 and 16.) 
Also, as the patient groAvs older the 
vessels become pi’ogresswely sclerotic 
and obstructed. Sphygmographic studies 
are of interest in this connection (Fig. 
12 left and right). 

,We are reproducing the photographs 
of tAvo femurs. The first one (Fig. 14) 
is of an adult, and many grooves and 
foramina mailring the entrance of ves¬ 
sels can be seen. The other one (Fig. 
15) is of an aged patient and most of 
the depressions haA'^e disappeared. Evi¬ 
dently, the' femoral head is in danger of 
ischemia and any further diminution 
Avill leave it without enough blood. 

We know that necrosis takes place 
even though some vessels are left in the 
capital fragment. What Ave have not 
been able to decide is Avhether complete 
ischemia is necessary to cause necrosis 
of the femoral head, or that the vessels 
untouched by the fine of fracture itself 
are lesioned in some other Avay, for in¬ 
stance, that the displacement upAvard of 
the lateral fragment stretches the A^es- 
sels Avhen entering the capital fragment. 
This is a point deseiwing careful study, 
because many surgeons do not immo¬ 
bilize this type at the time of fracture. 

The most "interesting point is not the 
necrosis proper. From a practical stand¬ 
point, the ability to unite is more im¬ 
portant. And, evidently, there is need 
for much moi*e circulation for the proc¬ 
ess of consolidation than for the mere 
survival of the femoral head. This is 
why, in spite of well conducted treat¬ 
ment, a living head of the femur some¬ 
times fails to unite. With old people in 
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f Fig H Femur nf an niluft The ^a^cuiar fonmim arc rerj large ami numerous This si'ceimcn is richer in 
foramina than tlie aienge Fig 15 ^ anabihts of the circulation of the femoral head A '■pecimcn ppocmlh 
poor in foramina Fig IG The femur in old age The apecimen >rai filed to bo "urc that no foramina wore 
hidden under the periosteum and in the border of the cartilage The paucitj of vessels is evident Fig 17 
\ ray nf a fracture whieli in the beginning «ecmed to follou a favorable course of healing but later dcvelopOfl 
an aseptic ntcrosis Fig 18 The degree of comIen®atioti, The head is much denser than the trochanteric part 
of bone In this case them was an asccptic n(xro«is of the entire head plus n central spicule belonging to the 
proximal fragment Fig 19 Exei«ion of the head The stump of neck long in sub capital fractures, fcrres as 
support to the acetabulum Fig 20 Normal person The weight of the bwh pushes the pelvis donmward (upper 
arrow) The j>elvis would oscillate around the supporting hip joint, but the pchitrocfiantene muscles (lower 
arrow) contract and impede the oscillation Fig 2-i The intntrochantcrir osteotomy llifh this teehnique of 
ostcotomj the section is made in a large part of the bone having good circulation, the upper end of the lower 
fragment cannot be displaced mediallj bv the traction of the nddnetor muscles 
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particular the mere ability to unite is 
not enough. There is little advantage 
in obtaining union at the i^rice of long 
ijnmobilization, causing deep muscular 
atrophy, which perhaps will not recede, 
and stiff joints, not to speak of the risk 
to life. 

We are reproducing a significant 
X-ray picture of a fracture, (Fig. 17) 
which was dubious. As the head seemed 
to have some circulation, we sought an 
anatomic result. A synthesis was per¬ 
formed, with an autogenous graft and 
this brought about a good result. The 
patient was able to walk and was dis¬ 
charged. A few months later he re¬ 
turned. The limb had become atrophied 
and the hiiD was painful. The X-ray 
disclosed a shortened neck and a flat¬ 
tened and condensed head of the femur. 

The interpretation seems to us to be 
that any fracture, as a focus of reimir, 
passes through two different stages, 
namely, the phase of hyperthermy, dui’- 
ing the proliferation of the connective 
tissue, and a phase of ischemia when the 
connective tissue contracts. In this pa¬ 
tient the femoral head received just 
enough blood to survive. Tlie increased 
blood supply made possible the union. 
However a later condition of ischemia 
caused the femoral head to become ne¬ 
crotic. 

On the one hand we have the most 
medial fractures, in which the circula¬ 
tion is interrupted, the femoral head 
becomes necrotic and union fails. On 
the other hand we have the most lateral 
varieties, in which enough circulation is 
left to assure life to the capital frag¬ 
ment and union. Between these two ex¬ 
tremes, there is a zone in which no such 
clear decision is possible. Fortunately, 
from the practical standpoint, the prob¬ 
lem is simpler. The aforementioned 
data point to the fact that one should 
not seek union merely because it seems 
that the femoral head has some circula¬ 


tion, because if the circulation is not 
sufficient, necrosis will result and union 
will fail or be too slow. An open opera¬ 
tion can be performed also, and the frag¬ 
ments examined directly. If they seem 
bound for union, the anatomical resti¬ 
tution is sought, but if the condition of 
the femoral head indicates ischemia, the 
functional result is joreferable. 

There is nothing surprising in our be¬ 
ing unable to give a hard and fast rule. 
Here, as anjnvhere else, one is able to 
decide only after weighing carefully all 
the elements of the individual patient, 
especially those concerning his general 
condition. For instance, in dubious 
cases, when the patient is sti’ong, one 
can perform the synthesis and if union 
fails, can resort to excision. On the con¬ 
trary, if the patient is weak, a purely 
functional result is imperative, as there 
is no logical objection to excision of the 
femoral head. The results of this oper¬ 
ation can be really satisfying, and as we 
see more results we are progressively 
inclined to ad^^se it. 

As previously stated the lack of suffi¬ 
cient circulation to the femoral head 
should be a reason to prefer the func¬ 
tional result. Therefore, the degree of 
the condensation has real importance in 
deciding the treatment. (Fig. 18) How¬ 
ever in fresh fractures condensation 
loses some value because of the time 
necessary for its appearance. In thin 
patients with very good X-rays, we have 
somethnes been able to appreciate the 
condensation a few days after the frac¬ 
ture, but this is not the usual case. In 
brief the degree of the condensation is 
always important but the lack of con¬ 
densation has little value in fresh frac¬ 
tures, unless the surgeon waits several 
weeks before operating. 

In medial fractures the emptying of 
the acetabulum by excising the head per¬ 
mits the stump of the neck which is long 
to approach the cavity and present a 
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point of support to its rim (Fig. 19). 
On the other hand it modifies the hip 
enough to bring important alterations 
to its physiology. The question arises 
whether the neck will stay in the 
acetabulum or become easilj’ luxated. 
Experience shows that luxation is not 
frequent. Perhaps the reason is the abil¬ 
ity of retraction of the connective tissue 
in aged people, together with the fact 
the shortening of the limb causes the 
patient to walk ivith abduction of the 
side operated upon, which changes fav¬ 
orably the direction of the stress. "We 
pay no special attention to the shorten¬ 
ing of the oapsula. The only measure 
we take to assure the intrn-acetabular 
position of the neck is to train the pa¬ 
tient to walk with a slight internal rota¬ 
tion. In a skeleton the reason for this 
can be plainly seen. 

Figures 20 and 21 demonstrate weight 
bearing in the normal person and in a 
person who has undergone excision of 
the femoral head, respectively. In the 
patient with an excision the gluteal mus¬ 
cles are too loose to give sufficient sup¬ 
port to the pelvis. To avoid oscillation 
of the pelvis the line of gravity must be 
transported to the supporting side re¬ 
sulting in an ugly gait. However, the 
patient will be able to walk without pain, 
sit down, kneel, and to perform all the 
activities of old age. His condition is in¬ 
disputably better than before the oper¬ 
ation. 

To correct the gluteal gait the lack of 
distance between the insertions of the 
gluteus medius, namely, the fossa iliaca 
externa and the trochanter must be re¬ 
established. To re-establish the distance 
we formerly transplanted the trochanter 
to a lower position on the femur. Now 
we prefer the subtrochanteric osteotomy 
which has many mechanical advantages. 

Adduction of the femur causes the tro¬ 
chanter to lower and re-establishes the 
necessary tension on the muscle (Pig. 


22). Unfortunately, the adduction in¬ 
creases the functional shortening of the 
limb. The ideal would be to have the 
upper part of the femur in adduction, 
lowering the trochanter, and the lower 
part in abduction, lengthening the limb. 
This is obtained with the subtrochan¬ 
teric osteotomy. The bone is out and the 
two fragments apposed forming an angle 
of lateral sinus. In this rvay, while the 
upper fragment is in adduction, the 
lower one is in abduction. Not only the 
tension of the muscle is re-established 
and the limb lengthened, but the condi¬ 
tions of weight bearing are improved 
(Pig. 23). The stress becomes axial to 
the femoral neck. This is a factor in 
strengthening the bone, which develops 
according to the pressure along its axis, 
and a guarantee against lirxation. 

As to the technique of the osteotomy, 
it can vary almost ad infinitum. IVe 
would emphasize two points, first we 
prefer a high osteotomy, almost a trans- 
ti'ochanteric osteotomy. In this way the 
cut is made in a spongj’ and large re^on 
of the femur. Second, as the lower frag¬ 
ment is pulled by the adductor muscles, 
we make the cut leaving attached to the 
upper fragment the medial part of the 
trochanteric l egion. (Pig. 24) 

The osteotomy is not n serious oper¬ 
ation and can be performed under local 
anesthesia. A disadvantage in the aged 
person is that it requires several weeks 
of immobilization in a oast. Therefore 
we perform the osteotomy only on pa¬ 
tients with a satisfactoiy general con¬ 
dition. 

Wc know that in lateral fracture.s, 
whicli comprise the extracap.sular and 
some intracapsular fractures, both frag¬ 
ments have enough blood circulation to 
sum'ive and unite. Therefore, the classic 
treatments, aiming at the anatomical 
restitution, .should be used. Wc will treat 
the matter in short as we have only sec¬ 
ondary details to present. 
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In llie most lateral fractures, the ex- We draw on tlie skin of the patient at 
tracapsular fractures, whose seat is a the upper extremity of the bone and 

zone of easy impaction and rich vascu- place the nail “free handed.” After- 

larization, spontaneous consolidation is Avard, we control by X-ray in both 

possible and frequently takes place, planes. If the nail is not Avell placed, the 

though in malposition. To reduce the operation is I’epeated until the nail is 

displacement and to maintain the cor- satisfactorily jilaced. The length of the 

rection Avith a cast is feasible. There- nail need not he exact, 

fore, non-ojieratiA’^e treatment should be To discuss autogenous or metallic syn- 
sufficient. HoAA'^eA'^er, AA^e are decidedly thesis as it deserA’^es Avould carry us too 

partial to operatiA’^e treatment. There is far afield. We have published other 

no doubt that nailing or pegging keeps pai^ers on the tolerance of the bone for 

the fragments in place much better than foreign materials, in AA'^hich we endorse 

a east, so Ave see no reason to prefer the autogenous material, 

the non-operative treatment, at least in In metallic sjmthesis the nail can he 
the aged. Our experience has been that firmly embedded the first day, hut the 

the immobilization in a cast is much bone reacts AAuth congestion thinning- 

more dangerous in the aged than the the trabeculfc, hence loosening the nail, 

operation. For the last ten years, Ave (Fig. 25) We generally extract the nail 

have not used the non-operath^e treat- after it has fulfilled its role and con- 

ment. stantly find it loose. That others have 

We are much less decided AA’^hich to had the shme expeilenee is proA'^en by 

perform, blind or\pen operation. We the invention of other pieces to fix the 

like the blind operatiqn as it diminishes nail. 

shock. The method requires long px*ep- In contrast to the coxa vara, pseud- 
aration (reperage, roentgenograms, ev+c.) aA’throsis can be the result of medial or 

during AA'hich the patient must be on rhe a\ lateral fracture of the femur. As in 

orthopedic table, but as they are awy other pseudarthrosis, in order to 

being submitted to any aggressioii, evcu ire-6stablish circulation in the fragments 

Aveak patients endure the strain easily, mo promote union, it is necessaiy to 
We have used several models of guid- y(J|'reshen the fragments. Another A’^ery 
ing apparatus, some destined to guide' frequent feature of pseudarthrosis is 

the nail or peg itself, some to guide a the reabsorption of the femoral neck, the 

Enrsclmer Avire Avhich, in turn, Avould head ai}d trochanter appearing as A\'ith- 

guide the nail. We even constructed a out neck.' Therefore, one cannot judge 

model of such apparatus, AAdiich aa'c aban- if the fracture is lateral or medial by 

doned as Avell as others. the shape of the fragments alone. In 

Still Ave consider the Kirschner wire any event the trochanter appears as in 

necessary. If a nail is misplaced and a medial fracture, and the head as in a 

AAithdraAAui tAvo or three times, the dam- lateral frachire, 

age produced in the femoral neck and Condensation, here, has its full A^nlue. 
head is considerable. The Avire, on the If the femoral head appears condensed, 

contrary, can be placed and taken out it is necrotic. If it is transparent to the 

many times AAuthout inconA^'enience. An- X-ray it is liA'ing. We affii'm that AAdiat- 

other adAmntage is that a second AAure CA^er be done, this reaction of the bone 

can be placed AAdthout taking out the AAdll take place. The act of implanting the 

first, judging the correct position by the nail bi*eaks trabeculas and seA^'ers small 

direction of the first. Amssels, causing a small hemorrhage 



iFEAiuryT or rrACTVurs or feuobal 2:j:ck in tee aged 


109 


Tig 21 P'xtif'iit \Mtl ('xewd head The glute^il muscles ire too loose to •mpport the pelvis To avoid thi 
oscillation, the sal ject 1 as to tran'iport the line of gravity toward the supporting side Fig 22 The correction 
of the gluteal gait Ki^ht lap joint the excision of the head places the trochanter very close to the ilium 
Left hip joint tl e s ibtrophanteric osteotomy re estahlishea the position of the trochanter Fig 23 The 
correction of the plittil gut The subtrochanteric osteotomy besides lowering the trochanter, compensates the 
shortening of tl e 1 b ai d improves the ueight beanng by approaching the line of gravity to the axis of the 
neck Fig 2o Merull c sinthesis The implantation of the nail necessarily breaks some trabeculse producing a 
hypeitlcrm) which Jpulcifics the bone around the nail In some cases tins reaction is considerable Fig 26 
Instrument'? for bone griftmg including Dowel shaper, mounted on beating in an oil casing, cutters (three 
toothed) piece f i 1 oldmg the bone square shaft for guiding the piece for holding the bone and making it 
advance straigltlv couplmg for the motor, **C1€ de Stuj’t” with a canal along its axis for the Kirschner 
uire Fig " Poi i vara traumatica Fig 28 Pseudarthrosis with necrotic head The condensation is plainly 
visible lig '‘J The fusion of the hip In pseudarthrosis with reabsorption of the neck be the head living 
or necrotic v\e n ake a fusion of the hip by fre^ening the acetabulum and the trochanter Fig 30 Pseudarth 
rosis with liv 11 „ hea 1 When reabsorption of the ne<3i is present, an anatomical result should not be sought 
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around the nail. This iiemorrhagic focus 
is organized with vasculoconnective tis¬ 
sue. The process of organization brings 
some hAiJerthermy. The congestion, ac¬ 
cording to the most general law of bone 
physiology, brings rarefaction, thins the 
trabeculae and loosens the nail. Once 
tbe nail is slightly loose, the feeblest 
movement breaks a few more trabeculae, 
causing new hemorrhages and so tbe 
process repeats ad infinitum. As it can 
be readily seen, this reaction is impos¬ 
sible to avoid esieecially Avith as large 
a piece as the flanged nail, AA'^hich takes a 
firm hold becaiise of its large surface of 
contact AAdth tbe bone. If this incon¬ 
venience cannot be avoided, the only 
AAmy of curing tbe difficulty is to render 
it harmless or to make it useful. This 
is AAffiat happens AAuth the autogenous 
graft. The vasculoconnective neoforma¬ 
tion is justly the agent of incorporation 
of the graft to the neighboring bone. 

The added traumatism of taking tbe 
graft is the disadAmntage of the opera¬ 
tion AAuth autogenous material. On this 
account, Ave still xise tbe metallic nailing 
AA'hen the patient is Aveak and every effort 
must be made to diminish shock. 

We lilve the blind operation using the 
Kirschner AAdre as guide. The flanged 
nail that we use is the Sven Johansen’s 
model, too Avell knoAAm to be described. 
For the autogenous peg, Ave do a similar 
oixei’ation, using a tAAust drill Ave had con¬ 
structed, AAdiich has a canal for the 
Kirschner AA’ire along its axis. 

To take and turn a graft aa^o devised 
a set of instruments, deiWed from 
Albee’s bone mill, but AAdtli some dis¬ 
tinct we features (Fig. 26). The motor 
is hi H. P.; the axle on the shell to which 
tbe shaft of the motor is coupled is 
mounted in tAvo double ball bearings; 
the doAvelshaper, instead of being mount¬ 
ed in fiber or bronze Avashers, is mounted 
on ball bearings in an oil casing; the 
piece of bone to be shaped is not held by 


the hand, but adAmnees directlj’' on a 
square rail, and so forth. In short, it 
has many added features that ease the 
AAmrlv and make it extremely precise. 
With this set preparing the graft is a 
matter of a feAv minutes. 

Both"oixerations, autogenous and me¬ 
tallic sjmtliesis, are performed under 
local anesthesia. 

Immobilization by jxlaster cast is, 
doubtless, very useful and an added 
guarantee. Generally, Ave make one but 
AA-^e are ready to discard it if it causes any 
trouble. It is here Ave aijpi'eciate the 
superiority of the autogenous graft. As 
the time 25asses, the union is firmer and 
the cast less necessaiy. With the metal¬ 
lic nail, on the contrary, the union is very 
firm at the beginning, but during the 
long period the fracture is not yet united 
the nail becomes loosened. 

. In summarizing the treatment of re¬ 
cent fractures, in medial fractures hav¬ 
ing necrosis of the head and indicating 
excision, Ave perform in strong patients 
excision and osteotomy and in Aveak pa¬ 
tients, excision alone. In lateral frac¬ 
tures liaAung suiwiAml of the head and 
indicating synthesis, aa^c perform in the 
strong patients autogenous synthesis and 
in the Aveak patient, metallic synthesis. 

The conditions in old fractures differ 
from those in fresh fractures enough to 
need another method of treatment. An 
old fracture aauII need treatment under 
tAA'o conditions, because of malunion, 
imion in Aucioixs ixosition and because of 
non-union. 

Malposition is Avell knoAAm; it is the 
coxa vara traumatica, or diminution of 
the angle betAveen the shaft and the neck 
of the femur. (Fig. 27). Onlj^ the lateral 
fracture is capable of union. Therefore, 
the coxa vara traumatica Avill alAAmys be 
the result of a lateral fracture vntb a 
Ihdng head. 

Its ixhysiopathology is similar to that 
of patients AAdth excision of tbe head, 
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elevation ol I lie trochanter causing 
gluteal iiiMitlKiciiev; -shortening of the 
limb ami di'l ei’tii e w eiglit bearing. Here, 
as in excision of the femoral head, the 
subtroehanteuc osteotomy re-establishes 
the function of the mu.scles. Also, by the 
abduction, it coirects the shortening and 
improv's the weight bearing. The only 
difference is that, of course, the opera¬ 
tion is petloinieil without the excision 
of the head, 

Psoudarthi-OMs with necrotic head is 
similar to the fiesh fracture in that 
union cannot lie expected (Pig. 28). 
The head of the femur lias to he c.xcised. 
If the femora! neck is conserved, accord- 
ing to the degn-e of strength of the 
patient, the excision is perfonnod alone 
or with the osteotomy. 

If the neek is reabsorbed, there is no 
support for the acotahuluni. If wo place 
the noctabulnni over the tip of the 
trochanter, the slightest movement of 
abduction will hixate it. Perhaps, in 
young patients, some sort of “roof,” to 
enlarge the rim of the acotahuluni could 
be devised. In the aged patients some¬ 
thing simpler must be sought. 

It is well known that an ankylosis of 
the hip rosiilts in good function, with 
only some difficulty in sitting down. In 
artliritis, most of the unfavorable results 
are rigidity without time ankylosis and 
an artliodesis improve.s the condition. 
According to tho.se considerations, we 
freshen the ncotahulum and the tip of 
the trochanter, and place one against the 
other, .seeking union (Pig. 29). IVc 
formerly used a graft, hut we have seen 
that direct union is more satisfactory 
because it is stronger. 

Psoudartlirosis with living femoral 
liead follows .a lateral fracture. Tbe sur¬ 
vival of tbe bead makes the union possi¬ 
ble, but here also the conditions differ 
from tbe fresh fracture and require spe¬ 
cial trentmciit. 

In our opinion, tbe conduct should 


vary primarily according to tbe degree 
of reabsorption of the neck. If tbe neck 
is conserved, good restitution is possible 
and a synthesis should be performed. If 
the neck is destroyed, an anatomical 
restitution is impossible (Pig. 30). 

In the case of conservation of the neck, 
the operation differs fram the synthesis 
as performed in the fresh femoral frac¬ 
tures, as both fragments are independ¬ 
ently healed, and have to ho fresliencd. 
Therefore, it must be an open operation, 
with arthrotomy. 

We take advantage of the arthrotomy 
to place the graft from the inside of the 
fracture, instead of placing it from the 
lateral aspect of the trocliantcr. IVe 
make a separate perforation in each 
fragment, starting from its freshened 
surface. IVe insert the graft in the capi¬ 
tal fragment, with the limb in external 
rotation. Then, by rotating the limb in¬ 
ward, we present the hole in the lateral 
fragment to the graft, engaging the 
latter in the former. In this way, the 
cortex of the trochanter is not infer- 
niptcd, and the graft has no possibility 
of gliding laterally. 

If the neck is reabsorbed, tlio synthe¬ 
sis will not re-establish the meclianical 
conditions of the hip. In both medial 
and lateral fractures, we cause an anky¬ 
losis of the hip by frcsliening the tro¬ 
chanter and the acetabulum and placing 
them in apposition. 

We have presented the results of ten 
years observations on thi.s subject. To 
close wo will say that all these techniques 
will probably bo forgotten, but we be¬ 
lieve that whicliever be the methods of 
the future one principle will persist, the 
individualization of the treatment. 

soMMAny 

Generally speaking wliilo all iiitra- 
capsulnr fractures arc considered from 
a general point of view the results of 
surgical treatment are variable. An 
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analysis of the failures following sur¬ 
gical treatment disclosed: 

(a) That failures were noted -with 
greater frequency in medial fi-ae- 
tures. 

(b) In cases of non-union there was 
progressive condensation of the 
head of the femur. 

Such condensation engendered the 
thought of a possible ischemia in this re¬ 
gion. This was verified by a study of 
the local circulation, the underlying fea¬ 
tures of which Avere herein reported. 
An attempt ivas made to establish 
Avhether or not blood irrigation through 
the ligamentum teres was interrupted in 
some manner in instances under consid¬ 
eration. The ditferent directions of the 
lines of fracture were studied and their 
possibilities of interrupting the circula¬ 
tion through the circumflex arteries kept 
in mind. The results were as follows: 

(1) In young individuals the ligamen¬ 
tum teres carries numerous blood ves¬ 
sels. These are thin and in all likelihood 
unable to contribute to the nourishment 
of the head of the femur. In the aged, 
the A’-essels disappear and their lumina 
become obliterated progressh^ely; thus 
their contribution to the blood circula¬ 
tion in the head of the femur is nil. 

(2) The arterial sy'stem of the cir¬ 
cumflex is disposed in such a manner 
that the blood enters from without in¬ 
ward. In any t 5 '^pe of fracture here some 
vessels are severed. These pertain 
particularly to those already having en- 
tei'ed the bone. The most medial frac¬ 
tures interrupt all the vessels Avhile most 
lateral breaks leave some blood vessels 
untouched. 

(3) In the most medial fractures the 
head of the femur suffers an ischemic 
necrosis characterized microscopically 
by homogeneization of the osseous sub¬ 
stance and achromatism of the cellular 
nuclei. Changes in the connective tissue 
invading the necrotic head are described. 


(4) The individual variation in the 
A’’essels of the liip are discussed. Inter¬ 
ruption of all vessels in order to cause 
necrosis is not essential. A precise line 
of demarcation betAveen both varieties'of 
fracture is made dilficult for reasons 
given; it may be found someAAdiere in the 
mesocerAucal portion of the neck of the 
femur. 

(5) The therapeutic indications and 
results in both types of medial and la¬ 
teral fracture are discussed. 

(6) Methods of treatment in lateral 
fractures by synthesis are given. Pref¬ 
erence is giA’^en to autogenous grafts in¬ 
stead of metallic synthesis. The indica¬ 
tions for each are pointed out. 

(7) An analysis of indications and 
therapeutic measures of old fractures 
and pseudoarthrosis are gwen. 

KESUMEN 

AdAurtamos: a/ que la extension de 
este resumen no permite consignar 
ningiin razonamiento, sino apenas el 
Plan del Trabajo; b/ que solo tratamos 
del anciano. 

Durante anos, temimos mucho a esta 
fractura: casos considerados semejantes 
eAmlucionaban de modes opuestos, i 
casos que salian aparentemente curados 
A’-ohdan, meses despues, con cojera. 

Los records de estos casos nos mostra- 
ron: a/ que mientras mas interne la frac¬ 
tura, mas facil era el fracaso; b/ que los 
casos adversos presentaban signos ra- 
diologicos de condensacion del frag- 
mento cafalico. 

Sospechamos necrosis isquemica por 
ruptura vascular, i decidimos artroto- 
mizar los casos que pareciau destinados 
al fracaso. Comprobamos la isquemia 
de la cabeza, comprobamos maeroscopica 
e histologicamente la necrosis; el es- 
tudio angiologico de la region, con solu- 
ciones colorantes i radio-opacas nos 
mostro el mecanismo de la isquemia i su 



TnEATUBNT UB FMACTUSES OF FEMOHAL NECK IN TBE ABED 


113 


relaoion con la situacion interna del 
rasgo. 

Formnlamos el principio basico: Los 
vasos nutricios de la eabeza corren de 
fiiera a dentro, peiietrando e! litieso en 
diversos puntos del ciiello. El rasgo 
rompe todos los que, a su nivel, liayan 
penetrado en el luieso. Una fractnra ex¬ 
terna respctara, pnea, los qne aun no 
liayan entrado, 1 la cabeza tendra irriga- 
oion. Una fractnra mui interna se'cc- 
ionara todos los vasos, dejando la cabeza 
sin circulacion. 

Consecueiicia Tetapeutica: en la frae- 
tnra interna, la cabeza se necrosa, i no 
piiede soldarse; en la fractnra externa 
la cabeza sobrevivo, i la oonsolidacion es 
posible. 

En las Internas, deddinios reseoar la 
cabeza femoral, i apoyar el ootilo sobre 
el iminon de oouello; en la Exteinas, se- 
guimos practioando le SIntesis, biiscando 
la Boldadura. 

Ahora bien: ia reseooidn de cabeza 
permite iina maroba dgil e indolora, 
pero eon iina oojera por insufioienoia de 
los pelvitrocantereos; el trocanter queda 
mas alto, i las inseroiones de diobos 
musciilos demasiado eerca las inferiores 
de las superiores. 

La Osteotomia Subtrocanterea, baci- 
endo bajar el trocanter, restablece la 
tension de los musculos, corrigiendo la 
oojera. 

Bn los Bujetos fuertes, pues, agre- 
gamos la Osteotomia a la Keseccion. En 
les Debiles, solo liacemos la Keseccion, 
conformandonos con la cojera. 

En las Fracturas Externas (qne com- 
prenden algunas de las clasicamente 
llamadas Intracapsnlares), la cabeza 
sobrevive, pnede soldarse. Hacemos nna 
lijacion operatoria (Sintesis), a la qrte 
tememos menos, en el ancinno, que a la 
inmovilizacion. 

Preferimos la operacion con un in- 


gerto antogeno, i asi la bacemos en los 
fuertes. En los debiles, para eoonomi- 
zarle la toma del ingerto, nos oonforma- 
mos con un olavo metalioo. 

Bso, respecfo a las fraefuras reoientes, 
en las cuales, como se ve, consideramos 
por lo menos cuatro cases tipieos. 

En las Fracturas Antiguas, distingui- 
mos: Pseudartrosis i Coxa Vara Trau¬ 
matica. 

La Coxa Vara Traumatica (que solo 
puede ser de la Fractura Externa) tiene 
la misma fisiopatologia que la Keseccion 
de Cabeza: asoenso del trocanter, in- 
suficieneia muscular i cojera. 

La ti'atamos, pues, de la misma ' 
manera: Osteotomia Subtrocanterea. 

La Pseudatrosis pnede ser tanto de 
Fractura Interna como de Externa. 

En la Interna, bai quo reseoar la oa- 
beza, como en la interna reciente. Si el 
cuello csta real sorbido, no bai munon 
para apoyar el cotilo: provooamos la 
soldndnra entre eotih i trocanter, avi- 
vandolos. 

Si el cuello esta conservado, proce- 
demos como en la reciente: Eesecoion 
con o sin Osteotomia. 

En la Extenia, con cuello conservado, 
procedemos como en la reciente. Solo 
que, como cada fragmento esta cicatri- 
zado independiontemente del otro, bai 
que avivar. La sintesis so haco, pues, 
con artrotomia, a oielo abierto. 

Si el cuella esta reabsorbido, la sinte¬ 
sis no deja la extremidad superior del 
femur en buenaa condioiones meeanicas: 
preferimos proceder como en la mterna, 
i soldar cotilo i trocanter. 

Tales son los casos tipieos que exijen 
terapeuticas especinlos. Hai, natural- 
mente, muebas partioulnridades mas, cs- 
pecialmente en los casos limitrofes entre 
una i otra variedad, que bacon individu- 
alizar mas aim el trafamiento, pero tra- 
tarlas nos Ilevarla demasiado lejos. 
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CUADRO DE LA IKDIATTOUALIZACION 
TERAPEUTICA 

1 . Fracturas Becientes 
A/ In tern as 

a/ buen estado general = Re- 
seecion Osteotomia. 

b/ inal estado general = Re- 
seccion (solainente). 

B/ Externas 

a/ buen estado general = Sm- 
tesis Autogena. 

b/ inal estado general = Sin- 
tesis inetaliea (sigue). 


2. Fracturas Vicjas 
A/ Pseudartrosis 

a/ Practura Externa 

i/ cuello conservado =: Sin- 
tesis 

ii/ id. reabsorbado = An- 
quilosis 

b/ Practura Interna 

i/ cuello conservado — Re- 
seccion 

ii/ cuello reabsorbido — An- 
quilosis 

B/ Coxa vara traumatica 

(solo Fr. Externa) = Otseo- 
toniia Subtrocanterea. 
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Perforation In Peptic Ulcer 

A CRITICAL REVIEW OF 700 CASES* 

RAYMOND W McNEALY, MD,FACS,rrGS 
and 

JOHN W HOWSER, MD 
CHICAGO, ILLINOIS 


I^T1!0D^^CTI0^ 

T he subject of peptic uieer is one 
which holds much inteiest both for 
the surgeon and internist The 
most circumsciibecl specialist cannot re 
move himself from the pi oblems of pep 
tic ulcer, foi he fiequently has one even 
though he does not treat them It has 
been suggested that peptic ulcei is pies 
ent in neaily tuo per cent of all indi 
viduals between the ages of twentj and 
fifty This figuie must be legaided as a 
rather bioad assumption, wluch cannot 
be adequatelj substantiated, but it is 
suggestive of the general preialence of 
this disease 

The symptoms of peptic ulcer rary 
gieatly Theie are oven cases in which 
hemorrhage oi perfoiation has occurred 
without the patient's ever having been 
conscious of the symptoms mIucIi are 
usually consideied characteristic of this 
disease 

The cause of peptic ulcei is unlmonai 
That several factors uorlong together 
mav be lesponsible is possible In om 
present state of knowledge ne must ad 
mit that such medical management as is 
ad\ ocated is usuallv done n itli the idea 
of eorieeting ceitain evident disturb 
ances of gastiic plijsiology, rather than 
being directed at the essential etiological 
factor 01 factors There is no standard 
suigical tioatmont foi peptic nlcei 
Such surgical therapy as is commonh 
applied IS laigoly confined to an attack 

•Rct<1 Icfore tic NebrasKa Stntc Melical A«isocntJon 
Lincoln Nebraska 7, 1941 


on those complications nhich threaten 
the life of the patient by stanafion, 
hemoribage oi peiitomtis 

In the present discussion, I shall con 
fine mjself to a consideiation of the 
complication of peifoiation of peptio 
iileei, and picsent some of the inteiest 
mg data compiled fiom a review of 700 
cases of peiforated peptic nlcei uhich 
Mere opeiated on m the Cook County 
Hospital fiom 1925 to 1938 inclusive 
This gioup included porfointions in the 
stomach or duodenum which ocouned 
<as a result of a benign ulceration In a 
recent publication, my associate, Di 
Eaymond Hedin, and I* reported on a 
senes of 133 perforations occurring m 
3289 cases of gastric carcinoma 

BISTORT 

The ill st clear cut report of a perfo 
lated peptio nlcei that I have been able 
to find in the literature was made by 
Boneti” m 1679 It is interesting that 
the patient was recoided as liarmg spit 
np blood on a pronous occasion, although 
no othei symptom relative to a path 
ologio condition in the lungs was found 
The patient was apparently cured of 
this hemoiihagio condition nlien he later 
developed a peifoiation The author 
speaks of finding a fioe, watery fluid in 
the peiitonoal cnvitj and a peiforation 
near the pvlorns upon opening the ab 
domen aftei the patient’s death 

.Tolin Abeiciombie’ published a paper 
in 182-1 in nlucli ho leported a perfo 
1 ated duodenal ulcei along with soi eral 
cases of perforated gasfiao ulcer Tiie 
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immortal French pathologist, Cruveil- 
hier,^ published a text of pathological 
anatomy in 1829, in which he clearly dif¬ 
ferentiated between simple peptic ulcer 
and ulcerating carcinoma. 

The first recorded attempt to close a 
perforated peptic ulcer was made by 
Mikulicz® in 1880. The patient died fol¬ 
lowing the operation. No further reports 
of efforts to deal with this peptic ulcer 
complication are to be found in the liter¬ 
ature until 1892, when Heussner and 
Eoux® reported a successful repair of a 
perforated ulcer. A series of 103 opera¬ 
tions for perforated peptic ulcer was re¬ 
ported in 1897 by Mikulicz.® 

INCIDENCE OF PEHFOBATION 

It has been stated that about five per 
cent of the proved ulcers of the stomach 
and duodenum ultimately perforate. 
Perforations occur somewhat more often 
in the duodenum than in the stomach. 
The literature reveals that gastric ulcers 
are found with equal frequency in males 
and females, while duodenal ulcers de¬ 
velop three or four times as frequently 
in men 'as in women. In this series of 
700 cases of perforation there were only 
eleven females. No adequate explana¬ 
tion can be offered for the preponder¬ 
ance of perforations in the male. 

The incidence of perforations in the 
white, black and yellow races corre¬ 
sponds very closely to the relative per¬ 
centage of these racial groups in the 
population of our hospital. 

"We had no perforations in children 
under sixteen, and none in persons over 
eighty. Smythe'® has reported two fatal 
perforations of gastric ulcers in prema¬ 
ture infants, Avhile Tow^'* has reported a 
fatal gastric ulcer perforation in a full 
term male child. In our series, 548 (78.2 
per cent) of the perforations occurred 
in persons between twenty and fifty 
years of age. (See figure 1.) It might 


be interesting to speculate on the cause 
of the increased incidence of perforation 
in the twenty to fifty year age group. 
The one pertinent finding in this age 
group, either vdth or without ulcer, 
would seem to be the normally high hy¬ 
drochloric acid values of the gastric 
secretion. 
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Figure 1. Tlio incidence of perforated peptic ulcer 
according to age groups. 

The location of the perforation in this 
series corresponds very closely to the 
findings published by Portis and Jatfe®® 
in their study of necropsy records in 
Cook County Hospital. Ninety-four and 
five-tenths per cent of the peilorations 
were on the anterior wall of either the 
duodenum or stomach; 50.5 per cent oc¬ 
curred in the duodenum and 49.5 per cent 
in the stomach. 

ETIOLOGY 

The opinion commonly expressed in 
the literature is that a full stomach pre¬ 
disposes to perforation, and Yudin®® 
states that most of the perforations ob¬ 
served by hi m f olloAved very closely after 
the midday meal. In our series, 328 
(46.8 per cent) perforated within three 
hours after meals, while 270 cases (38.5 
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per cent) perforated m the period of 
three to six hours after meals (See 
figuie 2) We had one case in nhich a 
perfoiation occurred during a fluoro 
scopic examination The patient had 
just finished dunking a glass of baiiuni 
emulsion when the symptoms of perfo 
ration appealed Since the compilation 
of this report, the author has seen two 
additional cases which perforated fol 
lowing the ingestion ot harinm prepara 
toiy to a fluoroscopic examination 
Singei" collected 38 cases that peifo 
rated soon after fluoroscopi 
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Pignre 2 Time interval after food ingestion in 
relatiosslup to perforation A 3 hours or less since 
last meal B 3 6 hours since list meal C C 20 hours 
since last meal 

Forty five of the patients in oui senes 
gave a history of their perfoiation hav 
ing taken place while they were drinking 
eithei heer or whiskey This would seem 
to be more than coincidental, if one were 
inclined to advocate tempeiance, this 
might be used as an impiessive lesson 

The statement has been made that 
fiom a pathological standpoint onlj 
chronic ulcers perforate Yet one must 
beai in mind that there aie probably 
some ulcois which progress so rapidly 
that the acute symptoms of perforation 
aie the fiist intimation the patient has 
of gastric distuihance In support of 
this statement, we found that 168 (24 
per cent) of our cases never weie dm 
icalh diagnosed as iilcei, nor did the 
patients give a lustory of being conscious 
of aiij prei ions stomach trouble 


11 " 

Pei foration may occur, iriespectne 
of the patient’s actnity Three hundred 
and fifty nine of our patients w ere at 
rest, but not asleep, w hen their perfora 
tions took place, while 90 cases were ac 
tually asleep and w ere aw akened by the 
characteristic excruciating epigastiic 
pain (See figure 3 ) Thus it will he 
seen that these two gioups lepiesent GO 
pel cent of the total number and strongly 
suggest that in most instances physical 
actir itj has little to do with perfoiation 
As a eoi ollaia to this, w e did not liar e a 
single case where actual trauma precipi 
tated pel f oration 

srriFroris 

We have leferred alieady to the fact 
that perfoiation may be the fiist iiidica 
tion of the existence of an nicer This, 
however, is the exception and not the 
rule, foi most patients gi\e a histoij of 
long contmued snffciing from a “djs 
pepsia” sjndiome When perforation 
occuis, the symptoms aieusualh classic 
al Approximately 98 per cent of the pa 
ticnts of tins senes presented what 
might be termed typical pictures A 
cause for confusion in the diagnosis of 
peiforation exists in the fact that the 
patient is fioqiiently not seen until sev¬ 
eral horns after the perfoiation, when 
consideiahle modification of symptoms 
with masking of the pictuie nnv have 
taken place At the time the peiforation 
occuis, the patient is usuallv seized with 
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Figure 3 Aotuity at ons^t of (lerfontion A 
Strainin'; Molently B Fxertinj; moderntel^ C At 
rest but not asleep D Asle p h Fitinp or drinking 
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n sudden severe pain in the epigasti’inm. 
This pain at first is colickj^ in nature and 
lliere are often remissions of intensity. 
Tlie individual -will frequently flex the 
legs as the pain reaches its height, but 
I do not ever recall having seen one toss 
about or move violently during the ex¬ 
acerbations of pain. In the initial period, 
the patient is usually excited and notice¬ 
ably api^rehensive. This psychic state 
changes someAvhat vdth the appearance 
of shock. At this stage he frequently lies 
quietly on his hack, often Avith his knees 
flexed, and his excited, apprehensh^e 
manner gwes Avay to one of resignation. 

Considerable attention has been di¬ 
rected to the diagnostic Amhie of vomit¬ 
ing in these cases. One author has 
suggested that, as a rule, Ammiting oc¬ 
curs only Avhen the lesion is in the stom¬ 
ach or Avhen the pylorus has been af¬ 
fected in the case of a duodenal lesion. 
In this series, 381 (54.8 per cent) A'^om- 
ited at the time of perforation. Of those 
that Ammited, the lesions Avere found to 
be equally’’ distributed hetAA^een the du¬ 
odenum and stomach. . 

Another statement AAdiieh is seen A^ery 
frequently is that bleeding ulcers do not 
perforate. We found that 22 cases (3.1 
per cent) had hematemesis AA’ith the on¬ 
set of the i^ain of perforation. 

Physical examination of a patient fol- 
loAAung perforation usually reA'^eals him 
as an oAudently sick indiA’idual in a con¬ 
dition of shock AAdiich may be marked or 
slight. His respirations are rapid and 
of the thoracic type. The temperature 
varies AAoth the degree of shock. A ratlier 
unexpected finding in this series AAms that 
the pulse rate Avas usually normal, or 
AA’ithin normal limits in the early period 
folloAAung perforation. With the onset of 
peritonitis, hoAveA^er, both temperature 
and pulse rate tend to increase. Prom 
these findings one may conclnde that so 
far as diagnosis is concerned, neither 


the temperature nor the pulse rate is of 
much significance in the first feAV hours 
folloAving perforation. 

Tenderness is usually juarked and 
most acute over the epigastrium, Avith 
limited areas AAdiich may be more sen- 
sitHe than others. It is rare to find the 
patient able to consistently indicate a 
finger point area of tenderness. In this 
series, it Awas not uncommon to find a 
AA^ell defined tenderness in the right 
loAver quadrant. This frequently ap¬ 
peared Avithin a short time folloAidiig the 
perforation and led in more than one 
instance to a mistaken diagnosis of acute 
appendicitis. The frequency of this 
right-sided tenderness can probably he 
accounted for bj’' the ease AA’ith AA^hich 
the escaping gastro-intestinal contents 
folloAAT along the mesentery of the right 
half of the colon. In an article by 
Vaughan and Singer^'’ the statement is 
made that no less an authority than 
Moynihan made right loAver quadrant in¬ 
cisions in eighteen cases out of a series 
of forty-nine patients AAdth perforated 
peptic ulcer. 

The rigidity of the abdominal Avail has 
been described by many authors as being 
board-like. It is my impression that in 
most cases this term is misleading, for 
while the abdomen is commonly tense 
and frequently scaphoid in the thin pa¬ 
tient, it can hardty be regarded as boai'd- 
like. The ujDper abdomen is nearly al- 
Avays more rigid than the loAver abdomen 
in the early stage, and in the late stage 
Avith beginning peritonitis there is lisu- 
ally the element of distention of the in¬ 
testines AAdiich more or less cushions the 
abdominal AVall and precludes the inter¬ 
pretation of a board-like rigidity. 

Of the 700 patients reAueAved 374 (53.4 
per cent) had a fluoroscopic examination. 
Of those examined by this method 
77.5 per cent (290 cases) Avere found to 
liaAm a pneumoperitoneum. (See figure 
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4.) Certain cases do not show pneunio- 
peritoneiun in the presence of perfora¬ 
tion. This can he accounted for by the 
fact that some stomachs do not contain 
air at the time of perforation and the 
duodenum is not uncommonly collapsed. 



Figure 4 Abtlominal fluoroscopy as a fliagnostic 
aid in perforated peptic ulcer A Total cases oper* 
ated B. Cases subjected to abdominal fluoroscopy. 
C. Cases sliowing a pneumoperitoneum 

TREATMENT 

When a diagnosis of perforated peptic 
rrlcer has been made, there is rather uni¬ 
versal agreement among surgeons that 
operation at the earliest possible moment 
is iirrperative. The protagonists of sur¬ 
gical management are well supported by 
the statistics presented by Tliompson" 
in his review of a series of 500 patients 
fr orn the charity services of Los Angeles 
hospitals. He reported that 7G cases 
were managed on the non-srrrgical or ex¬ 
pectant treatment basis n-itli only one 
recovery—a mortality of 9S.6 per cent. 


Notwithstanding the rrniformity of 
opiition as to the vahre of earlj surgical 
interverrtion, there exists rro such rrna- 
nimrty as to the type of operation which 
shorrid be done in each ease. We beiieve 
that the chief concern of the surgeon 
in dealing with a perforated peptic rrlcer 
is to treat the emergency. It rrrrrst be 
emphasized that the treatment is pi-i- 
marily for a complication and rrot for the 
underlying rrlcer itself. The simplest 
procedure which will stop the leakage 
from the stomach is the most logical one. 
This woitld he simple closrrre, or if this 
were irrrpossible, then local excision and 
suture. If either of these is likely to 
cause a pyloric stenosis, a gastrojejn- 
nostoniy is indicated, provided the pa¬ 
tient is in good shape. Cases must be 
individrralized and not dogmatized. 

In 612 cases in this series, simple 
closure of the ulcer was done. Simple 
closure with the addition of gastrojejrr- 
nostomy was performed in S3 oases. 
Some form of pyloroplasty was em- 
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Figure S Fpreentapu of various operative j'ro 
ccflurcs U'cd A. Simple closure of the iierforation 
B Gastrojejunostomy combined mth simple closure 
C rjlcropHstv. D Oa'>tnc resection 
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ployed in six instances; and primary 
partial gastric resection ivas done in 
only two cases. (See figure 5.) Under 
“simple closure” is included the exci¬ 
sion of the ulcer base followed by clo¬ 
sure. It seems to me that it is just as 


easy and perhaps a little less time-con- 
snming to cut out a diamond shaped area 
just large enough to circumscribe the 
ulcer area, and then sew the diamond 
transversely. (See figure 6a, h, c, d.) 
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I 1 >! -are <if perforated peptic ulcer, a Ulcer exposed, b. Local excision 
I- of diamond shaped niea d. Omentum packed over suture line. 
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BESULTS 

Tlieie has heen a rather steady de¬ 
crease in the mortality rate of sur^cally 
treated cases of perforated peptic nicer, 
from the 68 per cent reported by Miku¬ 
licz in 1897 to the present rate, which 
ranges between 24 and 27 per cent. The 
total mortality rate for this series was 
27 per cent. 


ec$e 



tn 7 ««r 8 . 

Figure 7 Mortality rate compared with patients* 
ages. 

In estaI)Us\img tVie mortaUty rate for 
operations on perforated peptic nlcei-s, 
it is only fair that the combined mortal¬ 
ity of all types of operations be taken as 
an index of the gi avity of this condition. 
If one were to be guided by a very low 
rate following radical proceduies like 
partial gastric i esection, one might con¬ 
clude that this was the operation of 
choice for perforated peptic ulcers. This 
would he very misleading, because such 
radical procedures are reseiwed for the 
good risks and are not attempted on the 
poor risks. 

AVhile a correlation between the mor¬ 
tality rate and the tj-pe of operation per¬ 
formed cannot be accurately made, a 
close correspondence is found between 
the age of the patient and the number of 
deaths and between the time elapsed 
after perforation and the number of 
deaths. Tliis may he clearly seen in fig¬ 
ures 7 and S. 


A very interesting study of the peri¬ 
toneal fluid from perforated ulcers was 
carried out by Dr. Da\'ison‘ and his co- 
workers on a limited group of the cases 
that are being reported in this series. 
They aspirated material from the ab¬ 
dominal cavity immediately after the in¬ 
cision was made. This material was sent 
at once to the bacteriological laboratoi"}' 
where cultures were made. They did not 
make direct smears because they felt 
that the presence of alimentary debris 
•would cause difiicnlty in the identifica¬ 
tion of organisms. Their cultures were 
taken from the peritoneal exudate occa¬ 
sioned by perforations of either the 
stomach or the duodenum. Their find¬ 
ings were in accord ivitli those of other 
workers in the same field and revealed 
a fairly constant relationship between 
the time that elapsed after the perfora¬ 
tion and the abundance of the bacterial 
flora. The cultures taken in the first six 
hours after perforation were usually 
sterile, hut if they were positive, this 
suggested a poor prognosis. In those pa¬ 
tients in whom cultures were sterile at 
the tune of operation, it was reasonable 
to expect an uneventful postoperative 
course and a low mortality rate. The 
organisms most fiequently found in our 



Figure 8 Mortahtj rate in relation to time inter¬ 
n'll between perforation anti operation 
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series were the Bacillus coli coimminis 
niKl the streptococcus. 

The consideration of a peritonitis of 
bacterial origin brings up the question 
of drainage in these patients. The con¬ 
census of opinion among the surgeons 
in our hospital is that drainage of the 
free ])eritoneal cavity is more of a ges¬ 
ture than an eflScient therapy. Immedi¬ 
ately after perforation, the peritoneal 
inflammatory reaction is the result of 
a chemical irritation. This ceases rvhen 
the irritating contents are removed or- 
diluted and the o]5ening sutured. Obvi¬ 
ously there can be little indication for 
drains in these cases. In those patients 
who are already in the throes of a 
spreading peritonitis it rvould seem that 
drainage could offer little in the way of 
control. "When there is a tendencj’^ to 
localization of the peritonitis, the devel¬ 
oping abscesses do not become well de¬ 
fined or demonstrable until near the 
' A third week follovdng perforation. I am 
of the opinion that few woiild subscribe 
to the practice of keeping drains in the 
free peritoneal cavity three weeks. The 
work of some of our colleagoies strongly 
confirms the general impression among 
us that the free peritoneal cavity cannot 
be adequately drained by any method. 





Figure 9. Location of secondary intra-abdomin.al 
abscesses following repair of perforated peptic nicer. 
A. Subphrenic. B. Pelvic. C. Perigastric. Shaded 
portion indicates mortality. 


In our series 3 per cent of the cases 
developed secondary intra-abdominal 
abscesses. Seveutj^-one and four-tenths 
per cent of these were subphrenic. The 
location of the abscesses and the mor¬ 
tality rate in each type is shown in fig¬ 
ure 9. 

The chart in figure 10 shows the inci¬ 
dence of wound infection. It will be 
noted that among those developing a 
wound infection there was a mortality 
rate of only 17.3 per cent, while among 
those without a wound infection 35.9 per 
cent died. This is a good example of how 
figures alone can be very misleading. 
The facts are that many of the most seri¬ 
ous cases did not live long enough for 
the wound to become infected. 

Figure 11 shoAvs the relationship be¬ 
tween evisceration and Avound infection. 
In the nine cases A\hich eviscerated there 
Avas a mortality of 44.4 per cent. ObAu- 
ously this is a very serious complication. 



Figure 10. Incidence of postoperative wound in¬ 
fections, showing mortality rates. A. Total cases. B. 
AA'ound infections. C. No wound infections. Shaded 
portion indicates mortality. 

The late Dr. Jackson" suggested a 
simple procedure for lessening Avound 
infection and eAusceration in cases of 
perforated nicer. The usual toilet of the 
peritoneum should be carried out and 
the incision in the peritoneum sutured. 
The AAmund superficial to the peritoneum 
is then AA^ashed thoroughly Avith soapy 
AA'ater and rinsed AA'ith sterile Aimter or 



rmroTAiiuN ii fettjc ulcep 


salt solution and closed Mith inteiiupted 
sutuies We have employed this piocc 
dnie on our lecent cases and feel that it 
has decreased the uiimher of ivoiind in 
fections which commonlj follow this 
type of opeiation Haitzell and Sorock® 
have advocated a short tiaiisieise inoi 
Sion in the right i ectiis ai ea to ai oid the 
dangei of wound disiiiption and eviseei 
ation 

The most common cause of death fol 
lowing peifoiation of a peptic iilcei is 
diffuse spi ending peritonitis In oui 



Figure 11 Incidence of evisceration in rehtionslnp 
to infected and clean cases \ Total eviscerated 
cases (Shaded portion shows mortalitj) B In 
fected cases which eviscerated C Clean cases winch 
eviscerated 

senes it was the cause of 70 6 per cent of 
the fatalities Pulmonary complications, 
including atelectasis, bionchopneumonia 
and lohar pneumonia, accounted for 11 
pel cent of the postopoiatne deaths A 
detailed leview of the causes of death m 
this senes would not he particularlj il 
liiminating, because lu manv instances 
seicral factois contributed to the fatal 
outcome 

Postopoiatne caie is of the utmost 
impoitance in those cases Because of 
the evtieme cmergeiicv, theie has been 
no time for adequate pi eopei atu e pi ep 
aiation The postopeintn e management 


i^s 

should be directed toward (1) keeping 
the stomach empty, (2) providing an 
adequate fluid intake, (3) lehahilitatmg 
the patient in oidei that he may combat 
the complications which aiise 

SUMM mi 

1 Seven bundled cases of peifoiated 
peptic iilcei opei ated on at Cook Comity 
Hospital fiom 1925 to 1938 haie been 
1 eview ed 

2 The laigest peicentage of perfora 
tions ocelli led in patients between the 
ages of 20 and 50 1 ears 

3 Forty siv and eight tenths pel cent 
of the peifoiatioiis took place within 
three hours after a meal, hut the plivsical 
actn ity of the patient seemed to hai e no 
caiisatne effect on the peifoiation of 
Ins ulcei 

4 Most of the patients in tins senes 
presented “classical” sjniptomatic pic 
tiires with the occiiirenoo of peiforation 

5 The diagnosis of perfoiated peptic 
iiloci can very fiequently be de&ntolj 
substantiated by fliioioscopio e^amina 
tion showing a pneumoperitoneum 

6 In cases of poiforated peptic iilcoi, 
opeiation should be earned out as soon 
as the diagnosis is made 

7 The simplest opeiation will prob 
ably give the best i esults 

8 Washing out the w oiiiid w ith soapj 
water lias been found to be an aid m re 
dneing infections 

9 The most common complications 
aie pentonitis and piilmoiiarv infec¬ 
tions 

10 Postopeiatiie care of these pa 
tients is of evtieine importance 

DIBLIOrRAVIIl 

1 AbercTombe John Coninbut oni to the pathology of 
tie stomach pancreas and spleen Ed nburgh M anl S J 
21 1 14 (Jan) 18 4 

Bonet Theopl le The sepolchret m I Chouifr 
Ce «»4 }679 p W 

3 Cruse lb er J Fall olog que du corps 1 uma n J D 
Ball ere Pans 18 9 

4 Da\ son M \ttes LI P lot I Bictet ological st dy 
of the per toneal flu 1 in perforated peptic ulcers Surg Cynec 
and Obst 68 1017 10 0 (June) 1939 


124 


JOUSKAL OF TEE INTEENATIONAh COLLEGE OF SEEGEONS 


5. Hartrell, J. B. and Sorock, L. t Acute perforated 
peptic ulcer; sunpic closure through short transverse incision- 
Surg. Gyncc. and Obst. 69:669*670. (Nov.) 1939. 

6. Heussner and Roux: Cited by Brunner, F. Deutsche 
Zt^chr. f. Chir. 69:101-235. 1903. 

7. Jackson, R. H. and Jackson, R. H., Jr.: A simple and 
efficient method to diminish the incidence ot primary and sec- 
ondar>' infection in surgical wounds. Surgery 6:398-409. 
(Scpt.l 1939. 

8. McNcaly, R. W. and Hedin, R. F.: Perforation in gas¬ 
tric carcinoma; study and report of 133 cases. Surg. Gyncc. 
and Obst. 67:818-823 (Dec.) 1938. 

9. Mikulicz, J. von: cited by Brunner, F, Deutsche Ztschr. 
f. Chir. 69:101-235. 1903. 

10. Portis, S. and Jaffe, R. H.; A study of peptic ulcer 
based on necropsy records. J.A.M.A. 110:6-13. (Jan. 1) 
1938. 

11. Singer, H. A.: Perforation of peptic ulcer following 
x-ray examination ^^ith a barium meal. Radiology*. 22:181-187. 
(Feb.) 1934. 

12. Smythe, F. W.: Gastric ulcers in the premature new¬ 
born; report of two cases. Am. J, Surg. 24:818-827 (June) 
1934. 

13. Thompson, H. L,: Acute perforation of peptic ulcer; 
immediate and late results in 500 cases. J.A.M.A. 113:2015- 
2019. (Dec. 2) 1939. 

14. Tow, A. and Ross, H.: Rupture of stomach in new¬ 
born. J.A.M.A. 111-1178. (Sept. 24) 1938. 

15. Vaughan. R, T. and Singer, H, A.: Value of radiology 
in diagnosis of perforated peptic ulcer. Surg. Gynec. and 
Obst. 49:593-599. (Nov.) 1929. 

16. Yudin, S. S.: Partial gastrectomy in acute perforated 
peptic ulcer; observations on diagnosis and treatment of 426 
cases. Surg. Gynec. and Obst. 64:63-68. (Jan.) 1937. 


SUiMAEIO 

Perforacion en Ulcera Pepiwa 

1. —700 casos de iilceras pepticas per- 
foradas en el Cook County Hospital 
desde 1925 a 1938 ban sido revisados. 

2. —El percentage de perforaciones 
ocurren en enfermos entre las edades de 
20 a 50 aiios. 

3. —Cuarenta y seis y ocho deciinas 
por ciento de perforaciones tmneron 
lugar clentro de tres boras despues de 
una comida, pero la actividad fisica del 
enfermo parece no baber tenido efecto 
causative en la perforacion de la ulcera. 

4. —^E1 mayor numero de los enfennos 
en esta serie presentaron cuadro sin- 
tomatico “clasico” con la ocun-encia de 
la perforacion. 

5. —El diagnostico de la lilcera peptica 
perforada puede muy frecuenteniente 
ser substaciada por esainen fluoro- 
scopico mostrando un pneninoperi- 
toneum. 

6. —En casos de ulcera peptica per¬ 


forada, operacion debe de bacerse tan 
pronto como el diagnostico sea beebo. 

7. —^La opei’acion mas simple prob- 
ablemente de los mejores resultados. 

8. —El lavado de las beridas con agua 
y jabon se encuentra que ayuda a la re- 
diiccion de infecciones. 

9. —^Las complicaciones mas comunes 
son peritonitis y infecciones pulmonares. 

10. —Cuidado postoperative de estos 
enfermos es de una importancia ex¬ 
trema. 

EESUME 

1. Analyse de 700 cas d’ulceres pep- 
tiques pei’fores operes a I’Hopital Cook 
County pendant la 23eriode de 1925 a 
1938. ■ 

2. Le plus grand nombre de ces per- • 
forations snrmn 2 *ent entre les ages de 
20 a 50 ans. 

3. 46.8% de ces perforations eurent 
lieu dans les trois benres snivant mi 
repas mais Hactivite physique du 
malade ne parait pas avoir eu aucune 
influence causative sur la perforation. 

4. La plupart de ces malades presen- 
terant les symptomes “classiques” qui 
accompagnent ces iierforations. 

5. Tres sonvent, on pent confirmer le 
diagnostic par nu examen fluoroscopique 
deccelant nn pnenmoperitoine. 

6. L’operation doit etre precoce, doit 
etre immediate. 

7. Les operations les pins simples 
donnent les meilleurs resnltats. 

8. Le lavement de la plaie avec de 
I’ean savonneuse aide a rednire 1’in¬ 
fection. 

9. Les infections pubnonaires et la 
peritonile sont les complications les 
plus frequentes. 

10. Le traitement post-operatoire est 
d’une unportance capitale. 



Refrigeration Anesthesia* 
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C racked ice, snow ice, or ice 
water were used as tlie sole anes¬ 
thetic for 43 amputations of lower 
extremities in the past six months, with 
a tourniquet to accurately control the 
area of anesthesia. No sedative medica¬ 
tion was needed as an aid to the anes¬ 
thesia and most of the patients were 
too sick and too weak to become emotion¬ 
ally upset at the thought of a major 
operation. The patient’s mental state 
was thoroughly considered, and, if nec¬ 
essary, the indicated medication was 
given to allay apprehensiveness, fear, or 
an emotional state. Chiymotherapy has 
been used for the relief of pain, for the 
treatment of cancer, drug addiction, and 
mental disorders.' 

Tile senior author' has conducted ani¬ 
mal experiments for years, adding an 
important new feature, the use of a 
tourniquet with reduced temperatures to 
localize the effect of chilling. A rat’s 
tail' became gangrenous within a few 
hours after ligating it and exposing it 
to increased temperatures; whereas an¬ 
other tail, ligated and continuously re¬ 
frigerated, remained viable after 54 
hours. 'What takes place in the tail 
distal to the toumiquetf When refriger¬ 
ated, the cell metabolism is reduced to 
the minimum, to an even greater degree 
than is present in the individual cells of 
the hibernating animal. 

The animal accommodates himself to 
the temperature of his environment* and 

•Presented at the International Assembly of the 
International College of Sargeons, Mexico, DJ*., 
August, 1941. 


even when exposed to a temperature far 
below freezing, there is no pennanent 
structural change, the blood vessels are 
not damaged and the blood remains a 
circulating medium. 

At the New York Citj' Hospital each 
surgical staff is on General Duty for a 
part of the year but each staff has a 
Special Assignment for the entire year, 
both in the Hospital and in the Dis¬ 
pensary. Our assignment has been the 
Study of Peripheral-Vascular Diseases. 
This report represents the combined ex¬ 
perience of all the members of the team, 
both in and out of the Hospital during 
the past six months and is limited to 
amputations for gangrene, diabetic and/ 
or arteriosclerotic, in unselected cases. 
Statistical reports will be published else¬ 
where.' 

The general belief that no tourniquet 
should be applied to a diabetic or arteri¬ 
osclerotic extremity does not hold when 
the leg is refrigerated. 

Our patients represent the group 
found in any active municipal hospital 
of the largest cities; senile, emaciated, 
dirty, with the usual diseases of these 
unfortunate people; forlorn, discour¬ 
aged, mostly unemployed, often friend¬ 
less and sometimes with no incentive 
to live. 

The actual cause of the gangrene may 
be of lesser importance than the rest 
of the pathology and it is of paramount 
importance to see that the patient is in 
his best possible condition before oper¬ 
ating. Rarely it is urgent to amputate 
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at once to relieve the patient of his infec¬ 
tion and improve the general condition 
afterward. A good rule to folloAv is 
never to neglect the patient as a whole 
to treat only the local condition. Too 
often i^atients are held in the medical 
wards, not only when there is no im¬ 
provement, hut when there is actually 
a progression of the gangrene. There 
are fewer errors made by anticipatory 
operations than hy the procrastinatioii 
of the metabolic service. 

Of the series of 43 ampiitatious there 
were 5 deaths in the first 13, a mortality 
of 40% hut 4 of these patients died of 
conditions not directly associated Avith 
the operation or anesthesia. These we 
term institutional, not post-operative, 
deaths. The other 1 was due partly to 
our inexperience. The general condition 
was poor and a Ioav amputation of the 
leg was performed as a palliative pro¬ 
cedure for an infected foot; hut the in¬ 
fection soon involved the stump and the 
part was refrigerated, without a tour¬ 
niquet, in the hope that the infection 
could be controlled enough to amputate 
in the thigh. The patient died in his 
sleep, the night before the scheduled 
operation. 1 death occurred in the next 
30 cases, a mortality of 3%%- 6 deaths 
in the entire series makes a grand total 
of 14% mortality. "We might try to offer 
an excuse for the 1 death in 30 opera¬ 
tions because the patient refused our 
advice until he was septic and in great 
pain. Comparing this series with previ¬ 
ous experiences, and appreciating that 
these eases were nnseleeted, the result 
is an improA^ement. The ages ranged 
from 49 to 88. 

In the routine preparation of the pa¬ 
tients, every indicated test is made to 
evaluate the true physical state and 
surgery is undertaken only AA'hen there 
is better than an outside chance for im¬ 
provement. Further experience Avith 
this procedure aauII be invaluable. 


DETAILED TECHXIQUE 

When the site for the saAv line is de¬ 
termined the part Avhere the touimiquet 
is to be placed is surrounded by ice bags. 



1. Tlio extremity resting on a rubber sheeting 
slioTving the 3 levels the proximal, representing the 
tourniquet site, the middle, the san line Je\el and 
the distal, the proposed stump end. Ice bags surround 
the tourniquet 1e\c\ as a means of numbing the 
structures before the tourniquet is applied. 

This should be far enough aAvay from 
the operath^e field to allow the surgeon 
freedom of motion; usually tAvo or three 
inches. The ice bags chill the part suflS- 
ciently so that the tourniquet may be 
applied with the minimum of discomfort 
to the patient. The application of the 
tourniquet is the most important part of 
the technique. A gum rubber tubing, 
Avide, encircles the extremity, tight 
enough to cut off all circulation placing 
a double thickness but only a single 
width. There must be no folding of the 
skin, such as a pinching. The clamp 
fixes the tube in such a way that the 
instrument does not come in contact with 
the skin. Eefrigeration is begun imme¬ 
diately. 

If the operation is to be below the 
knee and the patient is strong enough 
to sit on the side of the bed or up in a 
chair, the foot and leg are placed in a 
jiail of ice and Avater in such a Avay that 
the ice Avater is 2 inches proximal to the 
tourniquet. An hour and a half to Iaa’o 
hours is sufficient for a complete anes¬ 
thesia. A test for anesthesia can he 
made by inserting a needle into the larg- 
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est nerves: If tlio desired anesthesia has 
been obtained no sensation is felt by 
tlie p.atient. 

If the amputation is to he above the 
knee, we cannot use the pail of ice water. 



5. W?icn patient is aliJc to sit up la u wheel chair 
tbe foot and leg arc placed lu a tall pail of icy water, 
immediate!} after the tourniquet is applied. The 
pail maj be bandaged to the foot piece of the chair 
and the patient continues Refrigeration until he is 
placed on the opeinting table. 

Tlie site of the saw lino is determined, 
tlie toniiiiqiict is applied aborf and the 
extremity packed in cracked ice or snow 
ice from 2 inches proximal to the tour¬ 
niquet. Rubber sheeting is placed to 
protect the he<l and to envelop tlie part 
which is encased in ice In order to allow 
the water to dratrr a pari is placed at the 
foot of the bed. The extremity must he 
constantly cliilled and ice must be added 
as required. The tentperatur-e of ice 
water and of the skin packed rrr ice is 
about a degrees Cerrtigrade. The best 
time of exposure for the average thigh 
operation has been found to be two hours 
and a half. In an old arterrosejerotr'e, 
with an e.xfrerrre emaciation, the time 
of refrigeration will he shorter than with 


a lirrskj' young fellow who requires an 
aropirtatrorr in the mid-thigh as a result 
of a raUr oad accident. 

When the arresthesia is complete the 
patient is moved in Iris container of ice, 
to tire operating room where fire entire 
surgical team awaits him. There must 
be no waste of valuable time after the 
patient is ready. 

After all means of refrigeration have 
been removed the patient is moved to 
the operating fable. The skin is quickly 
and gently dried and the entire field, 
inehrding and above the forrrniqrret, is 
painted nitlr iodine or tincture of zeph- 
rran. Tire involved foot is covered and 
wapped in ton els preparatory to the 
draping of the field. Particular care 
must he taken that the rrrrsterile tonr- 
rrrqrrot is proximal to the exposed oper¬ 
ative field as it will not be taken off rrntil 
the operation is almost over. 

The surgeon selects the ty]re of ampu¬ 
tation. If is not required "that the skin 
flaps hrrg the ligated area, ilost of these 
cases reported were a modified Gtrillo- 
trno. If the saw line is to be the lower 
third of the thigh, a Guillotine rrntiredi- 
afcly below the patella does well, the leg 
may bo quickly disarticrrlated through 



3. Shows the ligated extremity resting on a layer 
of cracked icc 


the knee joint and the involved, infected, 
malodorous part taken out of the room. 
It is then much easier to complete tbe 
procedure working from below, instead 
of reaching and leaning over the table 
to see what you are doing on the «ide 
opposite from wiiich jou are standing. 
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The patella is dissected out, posteri¬ 
orly, preserving the bursae. The femur 
is freed to the proposed saw line, the 
periostium prepared as desired. All 
muscles having their origin from the 
lower posterior fourth' of the femur are 
left undisturbed as they vdll be excised 
en masse when the lower end of the bone 
is removed. Leave as little of the muscle 
bellies in the distal end of the stump as 
possible, since muscle bellies are apt to 
slough unless the blood supply is good. 
Usually only the semimembranosus has 
enough muscle tissue to require fashion¬ 
ing. Fashion the bone, ligate all vessels 
recognizable, pull down the sciatic nerve 
and section it high after injecting with 
alcohol. The bone is to be sawed at a 
right angle to the line of the extremity, 
not at a right angle to the bone itself. 
If one wishes to shorten the tendons, 
now is the time to do it, ligating first 
to avoid bleeding from the tendon stump. 
After being satisfied that all the main 
vessels have been ligated, have someone 
remove the toumiquet. Free bleeding 
takes place from the small vessels and 
these must be ligated. Close stump end 
by meticulously approximating the fas¬ 
cia but place no sutures in the tendons. 

The accurate coaptation of the fascia, 
which was not dissected from the ten¬ 
dons, properly places the tendon ends. 
Suture the sMn and superficial fascia. 
Use silk technique throughout for blood 
vessels, fascia and slrin. No drain is used 
unless one is certain of a break in the 
correct technique or incomplete hemos¬ 
tasis or a known infection. 

Can the tourniquet be applied too 
tightly? No case in this series has shown 
such a comphcation. It is known from 
animal experiments that a tourniquet 
applied too tightly results in ulcer, par¬ 
alysis and thrombosis; similar complica¬ 
tions might reasonably be expected in 
patients, except that the margin of 


safety is wide for the short time the part 
is constricted. Unusually careful appli¬ 
cation of the tourniquet is the beat in¬ 
surance against such grave complica¬ 
tions. 

At the conclusion of the operation the 
lightest of dressings is applied and the 
stump is placed in a plaster of paris 
gutter splint "with an ice bag at the end 
and one on either side, making sure there 
is no pressure. The ice bags are held in 
place two, three or more days, depend¬ 
ing upon the conditions of the flaps. The 
postoperative refrigeration limits the 
edema and keeps the part free of pain. 
Actually within a few minutes after the 
application of the tourniquet through 
the entire preoperative, operative and 
postoperative stages there is no discom¬ 
fort. Thei'e is no indication for sedation. 

No tissue is frozen. Not even the skin 
is firm as it is w’-hen ethyl chloride is 
sprayed on it; the blood is fluid. When 
the tourniquet is removed oozing shows 
the location of blood vessels which might 
be too small to recognize otherwise. The 
temperature in the depth of the tissues 
is not known as we have no instrument 
such as a thermo-couple. 

We do not know the pressure neces¬ 
sary to shut off the circulation but a 
manufacturer making sphygmometers 
has been requested to make an apparatus 
for this purpose with the constricting 
ban no wider than the gum rubber tube, 
■which is V 2 ". 

Healing is slower than -with other 
methods and depends directly on the 
length of time reduced temperatures 
were used. Sutures are removed on the 
10th to 12th day. If a hematoma devel¬ 
ops, prompt drainage is established and 
the part is kept at a temperature of 15 
degrees Centigrade a little longer. If 
there is a marked arteriosclerosis the 
part is allowed to return to a normal 
temperature more slo'wly than ■with a 
better circulation. 
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What are the benefits to he derived 
from refrigeration anesthesia! Lives 
are saved. There is no evidence of shook 
during the period of reduced temper¬ 
ature before, during, and after the oper¬ 
ation. The pulse and blood pressure are 
not disturbed. If the surgical technique 
was faulty, allowing postoperative bleed¬ 
ing from incomplete hemostasis, or 
pieces of tissue that might slough al¬ 
lowed to remain, there may be a degree 
of delayed shock. That would be the 
fault of the operator, not the anesthetic 
method. There can be no growth of 
organisms at a temperature of 5 to 15 
degrees Centigrade. There is no reason 
for haste. The anesthesia lasts an hour 
or more if the room is not warm but if 
there is an increased temperature, there 
may be a pricking sensation when the 
needles are used to suture the skin. In 
hot weather this possibility should be 
anticipated by placing ice bags about 
the extremity well above the tourniquet 
just before the operation. 

Our pathologist. Dr. James Lisa, re¬ 
ports that a study of aU the legs re¬ 
moved shows there is no microscopic 
change in any of the tissues as a result 
of the refrigeration or the ligation, 
especial attention being paid to the con¬ 
dition of the blood vessels. 

What other indications are there for 
this method of anesthesia beside the re¬ 
moval of gangrenous parts! 

1. In industrial and railroad accidents 
and for the control or prevention of 
infection. 

2. In active warfare. A man may have 
his leg shot to pieces demanding removal 
at the earliest possible moment. If ice is 
available, the part could be packed im¬ 
mediately, and the tourniquet applied, 
controlling all hemorrhage, relieving 
him of all pain, and ending the under¬ 
lying causes of shock. Any trailer, mo¬ 
bile unit has enough electricity to manu¬ 


facture ice: 2 or 3 pailfuls will suffice. 

If no ice is obtainable, the first army 
surgeon to examine the soldier could de¬ 
termine the probable site of amputation, 
then place a tourmquet immediately 
distal to the end of the proposed stump 
and send him on his way. The patient 
would be relieved and could be trans¬ 
ported for hours, if necessary. This 
tourniquet should not be removed if in 
place for many hour.s as the toxins de¬ 
veloped at body tempeiature below this 
line might be sufficient to kill the host 
when absorbed When the man reaches 
the hospital a second tourniquet would 
be applied as previously described and 
the entire extiemity packed in ice for 



ice 

the time necessary foi complete surgical 
anesthesia. The original tourniquet will 
shut off the lymph ciiculation as well as 
the blood and if the gas and or tetanus 



Epidemias De Guerra* 

(War Epidemics) 

CONRADO ZUCKERMANN y MIGUEL E. BUSTAMANTE 
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SUMMARY 

The authors stress the impor¬ 
tance of the role played by epidem¬ 
ics in warfare. Hygienic measures 
and a knowledge of the problems 
involved are of paramount impor¬ 
tance in avoiding this most im¬ 
portant etiologic factor. They con¬ 
clude that more deaths are caused 
by epidemics than by wounds. The 
remedy: hj^gienic measures. 


L a situaeion en que se encuentran todas 
las naciones durante epoca de guerra, 
eomo la presente, tiene earaeteres — 
especiales desde el punto de vista sanitario, 
que afeetan tanto a los paises beligei-antes 
como a los no beligerautes, y entre las modi- 
fieaeiones mas intensas se cuentan las de la 
salud de los Iiabitantes durante el couflicto 
armado y despues de el. 

El Departamento de Salubridad Publica 
de Slexico tiene especial interes en eonocer 
las valiosas opiniones de los eoneurrentes a 
este Congreso, porque su programa es esen- 
cialmente de prevencion y las ensenanzas y 
experiencias que aqui se traigan sendran para 
la proteccion de nuestro pueblo contra la 
enfermedad. 

Aun cuando estamos en paz y deseamos 
eonservarla, no estamos exentos de vernos 
afectados por las eondiciones que impone la 
guerra y por enfermedades transmisibles que, 
como es bien saludo, se exacerban en dicho 
tiempo y producen brotes epidemieos y 
epidemias 

*Presented at the Intel national Assembly of the 
International College of Siugeons, Mexico, D.F., 
August, 1941 


Ademas, si se toman en cuenta los eambios 
tan marcados que produce el estado de guerra 
en la vida humana, se comprendera que tanto 
los padecimientos transmisibles como los no 
tranismisibles se inerementan en numero de 
casos y en su gravedad en tales epoeas. 

Las estadisticas aeusan claramente que el 
aumento no solaraente eorresponde al tiempo 
de guerra, sino que es notable la intensidad 
morbigena en los meses y aiios de la post- 
guerra, y que abarca al misnio tiempo al 
ejereito y a la poblaeiou civil. 

Historicameute la raortalidad por epidemias 
fue mueho mayor que la debida a las armas 
hasta el siglo XIX; entonces se ealculo que 
por cada oebo soldados que morfan por enfer¬ 
medades infecciosas faUecia nuo en corabate. 

En la gueiTa de 1914 a 1918, la proporcion 
fue de 2 a 1, es decir, por cada dos fallecimi- 
entos por enfermedades transmisibles, bubo 
una muerte por lieridas de guerra. 

La poblacidn civil sufre tanto, que sin 
insistir en el aspecto militar que personas 
capacitadas trataran y que a nosotros no 
eorresponde, es notoria la gran canlidad de 
rauertes que en ella causan las epidemias en 
epoca belica. 

La de gripe que siguio a la confiagracion 
mundial anterior, produjo veinte millones 
de muertos en su pandemia, de los cuales 
quince millones de defuneiones correspon- 
dieron al Asia, dos millones a Europa y nn 
millon, reSpectivamente, a los coutinentes de 
America, Africa y Oceania; en cambio se 
caleula que en la guerra murieron diez 
millones de combatientes. 

Nuestro trabajo fundamentalmente se 
refiere a la poblaeion civil de uua nacion no 
beligerante y esta dividido en dos partes, la 
primera se refiere al conocimiento de las 
enfermedades transmisibles qne aumentan en 
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epoca de guerra y la scgunda a las luedidas 
de prevencion que deben adoptai*se 

Cl Olden en qne tevisar^-cvos brevemente 
las influencias patologicas sobie la poblacioii, 
es el natural en la piesentacion de los padeci 
mientos en las epocas de guerra 
Piobablemente los pnmeros y casi inad\er 
tidos peijuicios son los causados poi las defi 
ciencias de alimentacion La carestia de los 
aiticulos de pnmera necesidad y la escasez 
de mucbos de ellos apareeen tempranamente 
j eontinuan agravandosc hasta mucbo tiempo 
despues de quo finabza la tiagedia en los 
campos de batalla Como resultado so ptepara 
el teireno para cl dosarrollo de las enfcrme 
dades y su major g^a^edad 

Si la nutriciou ya es defectuosa de oidinano 
j se necesita que sea lutensa la educacion 
Ingiemca acerea de ciiales son los mejoros 
aUnientos su pieparacion j su eonsumo, en 
tiempos de anornialidad es esencinl la cam 
pafia en faior de la alimentacion correcta 
Toca a los medicos y a las oficuias de 
salubndad, insistir en la importancia de los 
nue^os conooimientos sobre nutncion Basado 
en ello podra dar ajaida efectua a las famil 
las para que gasten bien cl dinoro dcstmado 
a los nlimentos En Mexico, dondo el consumo 
de inaiz j fnjol es el basico, no subiru cl eosto 
SI so logra que las verduras se eiiltiven 
abundantemente en las propias casas, corao 
sc cuidan las Acres, si el dmero para dulces 
j coudimentos se destina a fiutas y se des 
pieita el interes en la cria de a\es de corral, 
pnia que sus piodiictos se auadan i la racion 
diaria 

La enseiianza de procedimientos de coccion 
de las ■verduras de tal manera que se utilicen 
todos los miiieiales, es otra forma de mcjorar 
liiego la alimentacion 

En conesidn eon esto es urgente la cooper 
aci6n do %anas institucioncs oficiales para 
difundir buenos metodos agiicolas y la regia 
mentacion de los precios de ahmentos indis 
pensables para la \ida sana 
Por otra parte, los problemas de cieifos 
alimentos, corao la Iccbe unen lo referente a 
sus cuilidades para la nutncion, con su ira 
portancia conio factores de brotes epidemicos 
de enfermedades transmisibles 
Los problemas de sineamiento de la Icclie 
came, agua j en general los del medio, se 


agudizan en tierapos de guerra, por los 
translados de giupos humanos, las aglomer 
aeiones y la promiscuidad lesultantes Eu 
estos ultimos aiios no ba habido nncion que 
no liaja pedido a sus instituciones sanitanas 
inteiveneion lapida para el arreglo de casas, 
campamentos j refugios, a fin de evntar que 
se produzcan epidemias, que podemos llamai 
con justicia, de guerra, puesto que a ella se 
deben j son corapletamente anoi males en la 
Vida social 

La'fiebre tifoidea y las disenterias, el tifo 
j H fiebre recuiTente, la peste j el paludismo 
cspeian las condiciones que favorezean su 
paso al tipo epidcmico La viinela, el saram 
piou \ bi esearlatiua tambien emeuazan a los 
pueblo-i eomo resultado de la guerra La 
reniiidn de gnipos de jovenes para adiestra 
miento militar conduce al niimento de la 
tubciculosis V los oreiones, H meningitis 
cerebio cspiinl v, sobie todo las enfer- 
medadcs lentioas liacen su apancion 

Las neiimonias la teinble influenza lian 
causado ginndes destrozos en las gnenas v 
qnedan como causas importantes do muerte 
durante miichos aflos 

Las enfermedades que hemos oitado como 
productores de epidemias de guerra no son 
males nuesos ni desconocidos, desgraciada 
menfe son companeras diarias de la iida 
nacional, pero eso indica precisamente la 
importancia dc su prevencion v domimo 

En nlgunos pafsos donde \ a casi no tienen 
fiebre tifoidca, donde casi desconocen la dif- 
tena v donde se lia nulificado cl tifo oenrren 
en las guerras aumentos de importancia, no 
entre los ciereitos cujos eleinentos estan in- 
munizados o poseen mpdio-s de prevencion, 
sino en los no combationtes En otros con 
raenos recursos Ingifinicos las epidemias son 
iina amenaza gravisima v deben tomarse las 
mcdidas ncoesanas para evitarlas 

Los reeursos de la Ingienc v de la medicma 
preventna son conoeidos v solo se reqiiiere 
sistematizar su aplicacidn, pero tal cosa no 
piicdc logrnrse sm el conocimicnto pre^vio de 
cu'iles son las amcnazas 

Debc rtcordarse lo referente a las enfer 
medades mentnles \erdadeia earga de la vida 
moderna que imjione grandes problemas a 
los seres liunnnos v que so I'za ,, 
circuiistancias do nnormnli' 
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Los medicos tenemos, pnes, en las cirani- 
stancias que nos ocupan, nn 25apel de trascen- 
dcucia. La solidaridad y cooperacion entre 
los grupos qne velan por la salnd de los eiviles 
y de los militares, es un primer paso hacia el 
in’ograraa de prevcnciou de los padecimientos 
fisicos y mentales, hacia el fortalecimiento de 
los seres Inimanos mediante nna bnena ali- 
inentaciou, el desarrollo de su resisteneia por 
los recursos de innninizacion y su defeusa 
por medidas de higieue personal y saueami- 
euto del medio. 

Ademas, para la preveueion son impor- 
tantes el eatastro de hospitales y de .sus re¬ 
cursos; el censo de medicos, enfermeras, etc., 
y el conocimiento de los medicamcntos con 
que se pueda contar para la asisteneia niMiea. 

A pesar de lo breve como es este rcsumen 
y de la falta de exj^eriencia nacioual respeeto 
a las epidemias de guerra, que pudiera servir- 
nos de guia y orieutaeiou, podemos eousiderar 
que el sacudimiento social destructor debe 
ser tornado en cuenta eu nuestro Pais como 
factor de alteracion de las eondieiones sani- 
tarias. 

La pi'eveucion de las epidemias se obticne 
por educaciou general sobre los recursos aetu- 
ales de la medieiua preventiva, por el empleo 


de los medios sanitarios para la inmunizacion 
en gran escala; por el correcto aprovisiona- 
miento de agua, de alimentos, su consumo 
adeeuado, y por la asisteneia mediea oportuna 
de quienes enfermen. 

Es posible CA'itar las epidemias de guerra 
y, mas todavia, es posible lograr en forma 
real que al llegar la paz, se eneuentren, en los 
pueblos que scpan prepararse, indivicluos 
vigorosos que sc dediquen a la reconst ruecion. 

RESTJMEX 

Los AA. dicen la importancia higien- 
iea de las eondieiones de guerra apoy- 
andose en el heclio que mas mueren de 
epidemias que de beridas i recalean la 
importancia de una organizacion sani¬ 
taria. 

EESUJIE 

Les AA. disent 1’importance bigien- 
ique des eonditions de guerre notant le 
fait que plis de deces sont causes par les 
epidemies que par les blessures et soulig- 
nent 1’importance d’une organisation 
sanitaire eficace. 


PEOPOSED AMENDMENT TO THE CONSTITUTION AND 
BY-LAWS UNITED STATES CHAPTEE— 
INTEENATIONAL COLLEGE OF SUEGEONS 

It is proposed to eliminate Article 4 of the present constitution and by-lans on Page 19, 
and substitute therefor the following Article 4. 

EEGENTS. Shall be those selected by the Executive Council to direct the scientific activities 
of the United States Chapter. 

1. KATIONAL EEGENTS, one for each Specialty, shall be those who -have been appointed 
national heads of their respective Specialty in the United States of America. Their selection 
shall be dictated solely by merit and distinction. They shall be appointed for a term of two 
years by the Executive Council. They are eligible for re-appointment. 

The National Regents shall serve on the Board of Governors. 

2. STATE REGENTS, one from each state, shall be those who are representative of the best 
thought and traditions of surgerj' in their own state. They shall be appointed by the Execu¬ 
tive Council for a term of two years. They are eligible for re-appointment. 

The State Regents shall be heads of the units in their respective states and shall maintain 
the standards, integrate the activities and promote the general welfare of the Chapter in 
the territory under their jurisdiction. They shall be consulted in the investigation and 
examination of applicants from their state. They shall also serve on the Board of Governors. 
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S UEGEEY IS constantlj setting a 
bigliei goal for itself Not so long 
ago it was considei ed almost enough 
to pi event death, abolish pam, and mini¬ 
mize disabihtj Todai these ai e only the 
starting considei ations Beyond them -ne 
seek to establish the conditions that make 
it possible foi 0111 patients to lead noi 
mal lues 

Moie and nioio todav, siugerj' aims at 
nothing less than health itself This is 
the ultimate goal Bej ond it u e cannot 
SO 

Suigeons aie kept so biisi applying 
cm rent knowledge and seelang new 
knowledge that thej do not alwajs stop 
to eialiiato the reasons wli} then work is 
constantly impioi mg 
Someone has said that whonevei wo 
hitch our wagon to a star, we must ex 
peot to he pulled up Singerj has liitchcd 
its wagon so fiimlj to the star of func 
tional health, that we aie all being pulled 
up to new levels of aohievoinent 
We must note that in the aftaiis of the 
Iniinan bodv, the surgeon tends more and 
nioic to pass fiom the role of aibitration 
to the lole of conciliation Oiu work does 
not stop with the elimination of a dis 
tuibing factoi We go on to the much 
moie delicate task of pieseiving oi cie 
ating the haiiiionious balance that we 
call health 

It IS mv prn liege today to discuss 
some aspects of the problem of bilinrj 
disease in the light of the new concept 
In othoi presentations on this subject, 
in\ associates and I bar e i epeatedly tes 

•Presented at the Third Internitional Assembly of 
tl e Intcrmtioml College of Surgeons held in Mcnco 
City, August 1941 


titled to the growth of the new outlook 
in this paiticular field 
Smee 1932' w e have based all our w oi k 
on the theoi-j that a specific condition of 
bihaii disease ought not be tieated bj 
itself We maintain that the outlook in 
am situation of biliary disease leqiiues 
a consideiation of all the related parts 
of the biliaij si stem 
Ill this laew the gall bladder, the hi er, 
tlie ducts and the pancreas aic not sepa- 
late paits, but a related sjstem m which 
the fortunes ot health and disease aie 
shaicd to some degree The ehmination 
of a disturbing factoi is followed hi a 
lueasuio to compensate foi lost func 
tioiis, to piotoct tile remaining parts 
against new pathologj, and to make the 
most of evei'j oppoitiimtj to banish in 
fectioii fiom the whole biliarj system 
Oui piesentation today is based upon 
a leview of 2549 cases of biliaiy tinct 
disease oiei a peiiod of moie than 25 
icars It includes a gioup of 209 com 
mon duct obstiaiction cases, leiaewed 
befoie the Ohio State Medical Associa 
tioii 111 1939," an additional gi oiip of 3G 
latei cases leiiewed befoie the South 
eastern Siiigicnt Congiess" in March, 
1941, and, finally, 47 new cases which 
lime been added to oiii stiidi files since 
Januaii oftliisjeai 
Eiciy new group of cases since the 
1939 pieseiitation has been used to test 
the enlidity of oui oiiginal conclusions, 
and we aic moie than eiei com meed 
that adequate sill gei\ in the biliarj tiact 
imolios foul niajoi issues 

As wc see them, these issues m the 
oidei of then impoitance are ns follows 
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vary in their relation to the common 
duct. 

Where errors cannot he undone, it is 
best to avoid them, and we make no ex¬ 
ception to the rale of verifying the iden¬ 
tity of each duct and artery as it comes 
into view. 

We have found it best to open a dilated 
common duct near the duodenum and es¬ 
tablish its patency. The virtue of this 
method may be seen in the fact that we 
recovered stones or gravel from 41 of 51 
ducts opened in spite of the fact that 
stones had not been palpable. 

THE CAEE OF INFECTION 

Morbidity has been reduced in severe 
hepatitis through our policy of draining 
the common duct for a long period. 

We take it as a fact gleaned from long 
observation that dilatation of the liver 
radicals is to be expected among patients 
with a long history. Conversely, we ob¬ 
serve that the establishment of adequate 
drainage will lead to a gradual reduction 
of dilatation in the radicals. 

Let us note: first, that a third of the 
patients in our series came to us with a 
10 year history of symptoms. 

Second, that reduced dilatation re¬ 
sulted from suitable drainage. 

Third, that significant conclusions aio 
to be drawn from a comparison of cures 
after common duct drainage and cures 
after cholecystectomy without drainage. 

Finally, that chronic liver infection or 
an overlooked stone ivere the real cause 
of suffering among patients who had not 
received drainage and who were re¬ 
turned to us with symptoms described as 
“residual hepatitis,” “chronic pancre¬ 
atitis,” and “spastic bowel.” 

ESTABLISHING THE FREE FLOW OF BILE INTO 
THE BOWEL 

The guiding principle, never to be 
overlooked, is this: A permanent and 
rapid re-establishment of the bile flow 


into the bowel must be obtained. 

It is decidedly important to establish 
the imtency of the ampnla of Vater. 

The presence of gravel or thick bile in 
the duct is an indication for saline irriga¬ 
tions of the hepatic ducts and the com¬ 
mon ducts.” 

Small particles of gravel can be 
washed into the duodenum quite readily 
by administering glucose through the T- 
tube. The success of this, however, will 
depend upon a satisfactory closure of 
the duct around the tube. 

Eeference should he made here to the 
recent reports of D. MaoDonald“ on the 
cleansing of biliary ducts and the appli¬ 
cation of heat under thermostatic con¬ 
trols to the interior of the biliary tract. 

MacDonald agrees that cholecystec¬ 
tomy does not remove all the patho¬ 
logical changes in biliary tract disease. 
He recommends effort in selected cases 
to produce a normal duct system. 

Inflammatory conditions or injuries of 
course demand close attention. 

Eepairs can be made over a Douglass” 
modification of the McAithur drain for 
delivering bile into the duodenum. 

T. E. Jones” has reported the use of 
a T-tube to simplfy common duct repairs. 

As we see it, the time factor demands 
immediate anastomosis over a tube. In 
our opinion, a pause to locate the du¬ 
odenal end of the common duct can be 
dispensed with. Our experience has been 
that small fibrous bands are all that re¬ 
main. 

At this point permit us to state our 
sovereign rule of procedure in a prob 
lem of inflammatoiy obstruction. 

The rule is this: 

Bach case has some unique aspect and 
each case therefore must dictate the pro 
cedure. Preconceived rales ought not be 
entertained. 

Only a short time ago, our group re¬ 
established the flow of bile by anasfonioe* 
ing the common duct tA ’ i, ' 
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over a tube. This procedure can be exe¬ 
cuted very rapidly. Given a mobile stom¬ 
ach, the suti;re line can be visualized 
readily and the anastomosis quickly com¬ 
pleted. ■ 

The tube is extended into the duode¬ 
num. It will discard itself through the 
boAvel after several weeks. 

The principle of this procedure was 
recently published by Horsley/- who 
suggested bringing a tube through the 
abdominal wall near the operative in¬ 
cision instead of using a nasal tube. This 
was suggested to avoid'annoyance to 
the patient and the possibility of post¬ 
pharyngeal abscess. 

A descriiDtion of our teelmique is in 
order. 

1. The stomach is oiDened above the 
pylorus and a small crile hemostat is 
passed through the stomach at the site 
chosen for anastomosis. 

2. The tube is drawn through the stom¬ 
ach, bringiug the end of the duct through 
the stomach wall approximately one- 
quarter of an inch. 

3. The anastomosis is then completed 
using interrupted chromic #0 catgut 
siTture. 

4. The stomach is used only when the 
duodenum cannot be mobilized for 
anastomosis Avithout tension. 

PEEAmXTIXG BECUKEEXCE 

The best approach that Ave have oh- 
sei'A^ed is a close shidy of the biliary 
tree, Aising radiopaque media. Using 
these media, Ave obserA^e the rate of bile 
floAV into the boAA'el, the degree of dila¬ 
tation in the IHer I'adicals, and the de¬ 
gree of the patient’s comfort AA^hen the 
duct system is filled. Caution demands 
that the drain be kept in place until 
symptoms have been reduced to a mini¬ 
mum. When the symptoms haAm sub¬ 
sided, the tebe can be clamped and the 
patient may be permitted to go about 


his Avork. Our patients have not objected 
to re-examination under the fluoroscope 
Avhen Ave are collecting new data on 
symptoms. 

Examining our statistics on 176 cases 
studied Avith opaque media, we note the 
folloAving points: 

PreAuous. gall bladder surgery had 
been experienced by 47; cholecystostomy 
had been experienced by 18 ; cholecystec¬ 
tomy had been experienced by 15, and 
preAdous choledochotomy had been ex¬ 
perienced by 14. 

Stones were present in all hut seven 
of the reoperatWe eases, and in every 
one of the seA^en aa'g discoA’ered common 
duct distortions caused by adhesions. 

In the reoperative group, the removal 
of adhesions and drainage of the common 
duct quieted all the symptoms. No stones 
Avere recovered in the second operations. 
All members of this group have re¬ 
mained free of symptoms. 

COMMEXT 

1. Eesidual infection as a primary 
consideration among patients AAuth re¬ 
curring symptoms has been indicated by 
comparatHe study. 

2. AdeqiAate drainage can be deter¬ 
mined by comparisons of the biliary tree 
and the flow of bile into the boAvel. 

3. The surgeon can maintain a better 
control over the patient and the compli¬ 
cations of biliary disease by a careful 
study of all the factors and by using 
Autamin K in association Avith the pro¬ 
thrombin esthnations. AlloAvance must 
be made for the apparent fact that ad- 
Amncijig liver damage limits prothrombin 
recovery. 

4. The experience of 29 young per¬ 
sons suffering from acute gall bladder 
disease illustrates the considez'ation of 
prothrombin recovery. All these young 
patients Avere persons under 20. Their 
operations Averc irerformed before sub- 
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stantial liver damage liad resulted from 
infection, and all have remained free of 
postoperative symptoms. 

5. The other extreme of prothrombin 
recoveiy is illustrated by the group of 
patients whose symptoms from biliary 
infections range beyond a 10 year 
period. Residual complications are the 
rule in this group, almost without excep¬ 
tion. "Where dilatation of the ducts has 
not occurred or has occurred to a minor 
degi'ee, patients have escaped postopera¬ 
tive symptoms. Old cases must have long 
drainage. A maximum end result cannot 
be realized without thorough drainage of 
the common duct, 

6. "When the ducts sustain accidental 
damage or display adhesions, measures 
to re-establish the bile flow into the bowel 
are imperative. 

7. Radiopaque oU was used in the 
study of 145 females and 24 males—169 
in all. The age range in this group was 
from 16 to 79 and the average age was 
52. 

8. Pain was the most constant symp¬ 
tom with 98 per cent occurrence rate. 
Nausea and vomiting were reported in 
95 per cent of the cases and chills in 18 
per cent. The time range of symptoms 
was from two months to 22 years and 
the average was 11 years. 

9. The number of deaths was 12. Bron¬ 
chopneumonia caused 4 deaths; cardiac 
conditions 3; hemorrhage 2; peritonitis 
1; pulmonary embolus 1; and liver in¬ 
sufficiency 1. 

10. A liistory of jaundice was estab¬ 
lished in 48 per cent of the case.s. A posi¬ 
tive culture was noted in the ducts of 
10 per cent, 60 per cent had no growth, 
and statements were not obtained for 30 
per cent. 

11. There were 164 sniwimuj; cases. 
Of these, 6 experienced recurring symp¬ 
toms and submitted to re-operation irilb 
the result that stones were recovered 
from the common duct. The accidental 


removal of tubes at a premature time 
prevented a study of the duct.s in two 
other cases. 

12. In the Anderson case, long drain¬ 
age was ordered after an x-ray examina¬ 
tion revealed a delay in the passage of 
dye into the duodenum. The tube was 
removed prematurely and symptoms 
persisted. The patient agreed' to the re¬ 
placement of the Common duct drain 
within two mouths, and sjunptoms gradu- 
alh' decreased after three months of 
drainage. The tube was then clamped 
and after the patient had passed 10 com¬ 
fortable days, was removed. Thereafter 
patient was free from symptoms. 

13. The period of preparation can be 
shortened and the operative risk reduced 
by blood transfusions and the mainte¬ 
nance of water balance, bile salt adminis¬ 
trations uith vitamin K (cholic acid) ns 
advocated by CoUer and Maddock. The 
same procedure is to be continued during 
the postoperative period until the liver 
function is restored. 

COXCLUsiOXS 

1. A total of 292 cases of common duet 
obstniction has been ^evie^ved. 

2. Study of the biliaiy tree was facili¬ 
tated in ITG cases by the use of radi¬ 
opaque dye. 

3. Satisfactoiy drainage must be pro¬ 
vided when an infection of the liver and 
the ducts is recognized. 

4. The presence of an overlooked 
stone or an inflammatory obstniction 
can be determined without delay if ra¬ 
diopaque media are used in the early 
stages of the postoperative period. 

5. No indications against the use of 
radiopaque oil liavc been observed. 

6. More cures in biliarj* disease can 
be obtained by a policy of early opera¬ 
tion. 

7. A new procedure of common duct 
anastomosis to the stomach has been 
presented. 
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SUMAEIO 


1. Se estudian 292 oclusiones del 
Goledoeo. 

2. En 176 pacientes, el empleo de un 
colorante roentgenoopaeo facilito el estti- 
dio de las vias Mliares. 

3. Cuatido se reconoce la mfeccion del 
Mgado y de los eonductos biliares, es 
precise efectuar el desagiie eficaz de 
estos. 

4. Valiendose de alguna siibstancia 
roentgenoopaea desde los comienzos del 
periodo postoperatorio, se puede descu- 
brir algiin calculo o alguna obstruceion 
inflamatoria que se baya pasado inadver- 
tida. 


^ 5. No se sabe de ninguna contraindica- 
cion del aceite roentgenoopaeo. 

_ 6. Se logra mayor numero de cura- 
ciones de las enfermedades de las vias 
biliares, si se ejecuta en tiempo oportuno 
la operacion qnirurgica. 

7. Tin procedimiento nenvo de la anas¬ 
tomosis del conducto comun al estomago 
ba sido presentado. 

EESTJME 

1. Une revue de 292 cas d’obstruction 
du eboledoque. 

2. L’etude de I’arbre biliaire et de ses 
ramifications fut faeilitee dans 176 cas 
par I’emploi de colorants radio-opaques. 

3- II impoi’te de pourvoir un drainage 
satisfaisant du foie et des conduits 
biliares dans tons les cas ou 1’infection 
de ees organes est reconnue. 

4. La presence d ’un calcul meconnu vu 
d’une obstruction inflammatoire pent 
etre determinee sans retard par I’emploi 
preeoce des agents radio-opaques durant 
la periode post-operatoire. 

5. II n’y a aucune contre-indication 
pour I’emploi d’buile radio-opaque. 

6. Les operations precoces donne le 
plus grand nombre de guerisons. 

7. L’auteur presente un nouveau pre¬ 
cede pour effectuer 1’anastomose du 
eboledoque a I’estomac. 


EESERVATIONS FOR DENVER MEETING 

In view of tbe great demand for reservations for tbe 
Denver Assembly, July 15-July 18, please mal^e your 
reservations prom'ptly. Address Dr. Dean W. Hodges, 
Republic Building, Denver, Colorado. 




Colostomia Izquierda Definitiva* 

TfiCNICA DE CUNEO MODIFICADA 

(Permanent Efficient Continence in Left Iliac Colostomy) 

RICARDO BAQUERO GONZALEZ 
CARACAS, VENEZUELA 


SUMMARY 

The treatment of a great number 
of patients affected by rectal sten¬ 
osis resulting from lymphogranu¬ 
loma venereum on -whom left iliac 
colostomy has been performed has 
afforded the author an opportunity 
of modifying some of the steps in 
operative technic with the principal 
aim of securing efficient continence. 

For all patients on whom a colos¬ 
tomy has been performed and who 
wish to lead a socially active life, 
the aim should be to secure true 
continence, not mere regularity of 
movement. To achieve this, many 
procedures have been followed: a 
dietetic regime, use of a receptacle, 
obturators, modification of the 
lumen, insertion of the intestinal 
loop through a muscle, and the im¬ 
plantation of the afferent loop 
through a subcutaneous tunnel 
(method of Frank). These proce¬ 
dures arc illustrated and reviewed 
by the author. 

The author describes his so- 
called “mechanical sphincter” 
which achieves continence by com¬ 
pression of the external intestinal 
loop by means of this compression 
device. The author describes the 
modification of the Cuneo technic 
which he and Corachan developed. 


•Presented at the International Assemblj o£ the 
International College of Surgeons, Mexico, D.P., 
August, 1941. 


The Operative stages of left iliac 
colostomy and the postoperative 
care of the mechanically rendered 
continent anus “mechanical sphinc¬ 
ter'^ are desciibed and illustrated. 

There are case histories on 26 
patients, as well as a discussion of 
criticisms of this method. 


E l gran numcio clc enfermos, afectndo? 
de lesiones rcctales, vlctimas del vinr? 
poradenico, que acuden a nuestros* ser- 
vicios quirurgicos, nos iia heciio quo con fre- 
cuencia recurramos a la ejecucidn de la 
colostomia definitiva, la que por los resultados 
obtenidos durante cuatro anos de experiencia 
sobre dicha enfermedad, y las conchisiones 
logradas por otros colegas que han trabojado 
sobre este asunto, es hoy cn dia, tratSndose 
de cases avanzados de la afecci6n, el raetodo 
que en algunos pacientes puede mejorar su 
estado general, y en otros, proporcionarles 
una curacion segura. (37, 38, 39, 40, 50.) 

La formacion del ano iliaco definitive, desde 
Iiace muefao tiempo se considera con femible 
horror, de tal manera que al indicarselcs a 
los enfermos la mtervencidn clc su caso, son 
muchos los que piensan y caleulan que csta 
medida los convertiria cn seres inutdes para 
Uevar su vida social, por lo que algunos pre- 
fieren continuar con la enfermedad o esperar 
la nrnerte, antes que soraetersc a la interven- 
cion 

El fin de este procedimiento quirurgico ba 
despertado entre los einijanos, el proposito de 
perfcecionar las teenicas de las colostomias, 
do lal suertc que, en el momento actual de los 
adelantos, se hace necesario reah'zarla-s, en 
espera de nuevas conquistas cicntificas sobre 


141 




142 


J0UTi2s^AL OF THE INTEENATIONAL COLLEGE OF SUEGEONS 


]a diclia dolencia, 3 '- poder asegurar a los en- 
ferinos la reconstruecion de un auo, que 
fisiologiearaente sea lo menos. feo, lo mas 
pequeno, que permita la contencion de las 
materias 3 " de los gases, en todo momento. 

Las tecnicas de Kurtzalin, Kisehner, Haeck- 
er y Cuneo liaii procurado las citadas venta- 
jas, por cuyas causas nos consideramos entre 
los aficionados para divulgar tales procedimi- 
entos, piles con ellos creemos qiie se obtiene, 
al menos en parte, mitigar los trastornos qne 
ocasiona la colostoniia en la vida interna 3 '^ 
social del individuo eolostomisado. 

Hemos venido practicando colostomias 
desde bace cinco anos. Bn iiu comienzo 
liicimos el clasico ano con piiente ciit^eo, 
con la tecnica de Madid, el ano umbilical, 
etc., pero liiego que conocimos la tecnica de 
Cuneo, nos diinos cnenta de sus ventajas y 
luego de ciiatro anos de experieneia sobre 
esta tecnica, la que ba sufrido las modifica- 
clones que exponemos en este trabajo, 
podemos decii*, por los datos estadisticos que 
se insertan mas adelaute, que la colostoniia, 
segun la tecnica de Cuneo modifieada, es la 
que reiine ma 3 " 0 i’es ventajas, en comparaeion 
de otras tecnicas conocidas para el tratami- 
ento de la reetitis infiltrativa a virus pora- 
denieo. 


ANO ILIACO DKPINITIVO CONTINENTB 

En el ano iliaco defiuitivo toda la masa de 
beces fecales debe vaciarse forzosamente por 
el orificio artificial, estableciendo asi iina 
diferencia funeional con el ano temporal o 
fistula estercoracea que solo sirve de viilyula 
de desabogo, de modo que las materias fecales 
0 el contenido intestinal penetren en el seg- 
mento aboral del intestine. Para obtener la 
primera condicion funeional, indispensable 
en este tipo de ano, se necesita seecionar la 
eontinuidad del intestine y que toda la see- 
cion transversal, de ambas ramas 0 del asa 
^ferente sea implantada en el orificio pi’ac- 
ticado en la pared abdominal. Esta condicion 
esencial puede lograrse de dos maneras: a) 
exteriorizando un asa intestinal sin seecionar 
su eontinuidad al prineipio y mantener sep- 
aradas las dos ramas por un puente cutaneq; 
0 b) liaciendo la seccion durante el misino 


acto quirurgico, cerrando el cabo eferente y 
dejandolo libre en la cavidad 0 aproximado 
a las paredes abdominales, y el afevent e ex- 
teriorizado de la cavidad abdominal por el 
orificio artificial. Todos los metodos que no 
sigan una de estas dos direetivas, traeran 
eomo consecuencia, las dos complicaciones 
mas freeuentes del ano iliaco: el prolapso 
de la mucosa y del asa exteriorizada y la 
estenosis del orificio del ano. 

Los anos en canon de fusil, del tipo ]\Iad 3 d, 
estan indieados solo para realizar anos tem- 
porales. Desde bace algxin tiempo, bemos 
visto muebos enfermos en los que poco a 
poco el espolon realizado va acbieandose; el 
contenido comienza a pasar al asa eferente 
y al cabo de uno 0 dos anos tenemos que 3 'a 
el espolon formado no realiza su primitive 
papel. El contenido intestinal pasa en parte 
al asa eferente; la mucosa va deslizandose a 
traves del orificio y lentamente comienza a 
exteriorizai’se toda el asa y terminan con pro- 
lapsarse ambos cabos, Hemos visto varies 
enfermos (Obsvs. No. 17 y 22) que compru- 
eban lo que aqui expresamos, y Perez Cari’eno, 
cita en su trabajo “Estado actual de las 
estenosis del recto” (39) cases semejantes. 

Los anos del tipo Mad 3 'l, Perez Carrefio etc. 
en que se exterioriza solo una pai’ed del 
intestine, tienen gran tendeneia a la esten¬ 
osis cutfinea del orificio, pues al no aboearse 
toda la cireunferencia del intestine, la piel 
no encuentra una barrera que lo evite y estos 
enfermos tienen que someterse de tiempo en 
tiempo a la destruccion cutanea del orificio 
estenosado, lo que trae como consecuencia los 
enojos de iina intervencion repetida y la 
poca estetica de la eicatriz. 

LA CONTINENCIA DEL ANO ILIACO DEFINITIVO 

La ma 3 'or iucomodidad de los colostomi- 
sados, es la de la incontinencia del ano neo 
formado. A este punto se ban dirigido todas 
las miras de los’cirujanos, los que procuran 
con diversos sistemas devolver al individuo 
la continencia de las matei'ias fecales y de 
los gases. El bienestar social, la capacidad 
de trabajo y la aptitud para realizar las 
funciones sexuales, dependen de la regulacion 
de las evacuaeiones y la emision do gases, en 
todo momento. Bn los enfermos con reetitis 
infilti’ativa linfogranulomatosica en sujetos 
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jovenes, constituye tin punto de la major ira 
portancia Se conocen muclios proeedimtcntos 
eon el objeto de obtener tin ano eontinente, 
la mayoria, con resnltados relati\os Entre 
otros tenemos dieta, tiso dc apaiato leceptoi 
y pelota oclusita 

Estas tres medidas, pueden mejorar la 
salida de las raaterias y los gases, pero harian 
una Vida miiy triste a enfermas j enfermos 
j6\enes, el empleo de tina dieta, que mtiehas 
veees no les petmite su situacion eeonoimea o 
usar tin apaiato receptor, que si puede con- 
stitun tin gran ahvio, peio el continuo llena 
miento j la necesidad de cainbiarlo repetidas 
veees, prodticen ttna gran molestia De la 
pelota oclusiva podemos deeir algo semojaute 
Oeluye temporalmente pero las lelaciones 
sevttales se liacen imposibles (GiabadoNo 1) 


PabO del asa afeientc al tiavcs dc un ynus 
culo csinado En este procedimiento se penso 
que el paso del intestino a traves de los mus 
culos abdominales, podria lograr la oclusion 
del termino del asa Se utilizan, de prefer 
encia, el musculo recto (ano umbilical) y los 
miisculos oblicuo mayor j el transverse 
Este procedimiento est^ fundado en hipotesis 
6sioI6gicas erradas Ningtm musculo estnado 
puede manteneise en tono, para poder lograr 
hacei el papel de esfinter La continencia* 
lograda poi estos sistemas es mtiy relatita 
j al fin solo lealiza algo parecido a lo que 
liacen las modificaciones del calibre del asa 
eferente de que tiatamos en el pairafo 
anterior 



Modificacioncs dc cahhre del o?a infcslinal 
Se ban desento j piacticado \arias tCcnicas 
en este sentido Eiitie otras podemos citar 
la de Gerstinj (41) que consiste cn rotar 
el intestino antes de sutuiarlo en 180“ a 360® 
Suttiras transtorsales de fnincimiento en las 
paredes intestinalcs (Schmieden, 34, Spitack 
42) Colocacion dc tin anillo mctalico por 
fuora del intestmo o anillo formado con 
cintillas aponeurdticas \ecinas Estos mttod 
os coustitujen un obstAculo permanente para 
la cxplusion dc las matenas quo las bace 
rctardadas, pero sin obtener la contencion 
de la emision dc gases > maleiias fccales 
(GrabadoNo 1) 


Conduccion del asa aferenie cn cl sub 
cutanco en un irayecto mas o memos latgo 
Este mCtodo propucsto por Prank, constituje 
algo mas real para la conteucidn de las roa 
terms, que los anterionnente citados El asa 
aferentc al salit de la pared muscular del 
abdomen, permancce elotada imos 10 cm del 
orificio ciitanco, atratezando ese trateeto nl 
trates del subctit'ineo j extenonzandoso por 
un orificio cutnneo a distancia (Grabados 
No 2y 3) 

La contencion se Imce compriraiendo con 
una pelota el asa s\ibcut6noa entre la picl y 
la pared muscular El mCtodo dc Frank 
aparcce mas efectito, en cuanto a la con 



1-14 


,WU^.^UL OF TEE lETEEKATlOXAL COLLEGE OF SVEGEOXS 


tendon de iiiaterias, lo que depende de la 
presiou que a voluntad comprinia la pared 
abdominal. Uua faja abdominal a la cual se 
le agrega en el sitio correspondiente al que 
oeupa el asa aferente una pelota, hace una 
eoutension miiy superior a la de todos los 
metodos anteriormente eitados. 

Hasta aqui hemos deserito los diversos 


procedimientos utilizados para lograr dis- 
niinuir la salida espontanea de las materias 
fecales y gases. Del examen heebo a varias 
enfermas operadas por estos metodos y por 
los datos recogidos de los diversos autores 
consultados, se llega a la conclusion de que 
ninguno de ellos puede tx’aer una contencion 
real. Con frecuencia oimos hablar de eon- 
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teucion, porque un enfermo defeca solo en la 
mafiana diariamente, sus raatenas solidas. 
Esto no es conteneion; lo llainariamos mas 
bien re^larizacion de sus deposiciones, por 
costumbre. Estos eivfermos no contiencn 
gases, no contieneii materias liquidas y el 
dia que se administran un purganfe o tienen 
deposiciones diarreicas, no existe eii ellos con- 
tencioa alguna. Estos enfenuos no defecan 
de continuo sus materias solidas, como lo 
liacen las enfermas con rasgaduras perinea 
les completas hasta el esfinter, quo pasan 
anos con su defccto, llcvando una vida mas 
0 menos normal, con tal que no tengan diar* 
rea o que vacicn su intestino diariamente en 
la mailana. Pero en el niomento de tener llcno 
su intestino, en que haya necesidad de defe- 
car, las materias saldran espontdneamente 
sin que nada lo impida. Se trata de una con- 
teucion relativa, un aeostumbiamiento, una 
bigiene, c^uc si bien es algo, no pucde asegur* 
arse a la voluntad que regule uu tiempo mas 
0 menos largo entre la nccesidad de dcfecar 
y la expulsidn de la materia. Es cierto que 
cualquier sujeto normal, cuando tienc diar^ 
Teas 0 cdlicos intestmales, se ve en la ncce> 
sidad imperiosa de defecar en un tierapo mas 
0 menos largo, pero su esdnter anal solo le 
hara que este tiempo sea lo suficiente como 
para poder llegar al sitio donde efectuarlo. 
Esto es lo que no se consigue con los metodos 
antes eitados. Algunos de ellos pueden 
anatSmicamente intentar algo, pero fisiologi- 
camente ninguno. Los \inicos que fisiologica- 
mente logran acercarse a lo normal son los 
que utilizan un esfinter mecanico que regule 
la salida de las materias, por medio de la 
fonnacion de un tubo de piel por debajo del 
asa aferente. De estos metodos trataremos a 
continuacion y al final entraremos en materia 
sobre la tecnica que proponemos citar en 
este trabajo. 

Conte7ici<>n por medio de un Uibo de piel 
y esfinter mecanico. Hay varias tecnicas 
para la formacion de un tubo de piel por de- 
bajo del asa aferente, para regular la salida 
de las materias fecales. Entre otros citar- 
emos: la tecnica de Kurtzahn, de Haeekcr, 
de Kiscbner, Eyal, Duncan, Fitzwilliams, 
Cuneo, etc., todos en general forraan un tunel 
de piel, ya en el momento misrao de la forma- 


cion del ano (Kurtzahn, Kisehner, Cuneo) 
0 en un segundo acto quirurgico. De todas 
estas tecnicas solo nos detendremos en la 
propuesta por Cuneo, a la que liaceinos ref- 
crencia en este trabajo. 


I 



Grobado No 4 Trazo do i&ciaioncs sogiiii la tecnica 
dc Cuneo. 

he tecnica dc Cuneo para cl ano iUaco con- 
tincntc. Este metodo descrito por Cuneo en 
la Presse Medicale, 30: 333 1922 y de nuevo 
expuesto por Gaillard en el tomo XXIII, 
pag 202 del Journal de Chirurgie, consiste 
en la formacion de un tunel cutaneo, sutur- 
ando los hordes de dos heridas paralelas y 
trazadas como pueden verse en los esquemas 
adjuntos, y luego haciendo dos colgajos en 
forma de cuadrilateros de bases opucstas, que 
por deslizaraiento vendrian a suturarse por 
enciuia del asa intestinal. (Grabado No. 4) 

La cxteriorizacion del asa intestinal, sc 
efectuaria debajo del colgajo superior, penc- 
trando cn el abdomen, siguiendo la tecnica 
de Mac-Bumey para apcndicectomia. El in¬ 
testino es scccionado transversalmente, al 
nivel del sigmoide o cn el descendente. El 
cabo inferior sc cierra siguiendo las tecnicas 
usuales para cllo. El cabo aferente se exteri- 
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oriza siguiendo \m trayecto subcutaneo, de- 
bajo de los colgajos y saliendo por iin orificio 
situado en medio del eolgajo inferior. Los 
esqiiemas adjuntos haran comprender mejor 
la tecnica. (Grabado No. 5) 



Grabado No. 5. E'^terionzacidn del cabo supeiior y 
paso de su extrenndad al tiavds del colgajo infeuoi 
(Tecaica de Cuneo). 


Este metodo reune mayores ventajas sobre 
los otros metodos similares de Kurtzahn y 
Ilaecker. Eii el Kurtzahn, las heridas estan 
inuj'^ cerca del orificio de salida de las materias 
fecales, lo que baee que la infeceion de fetas 
sea casi constante. (Grabado No. 6) 

Bn el Ilaecker, la operacion se bace en dos 
tiempos En el primero, se conduce una asa 
terminal a traves de un trayecto subcutaneo 
siguiendo el metodo de Prank y en un segundo 
tiempo se forma el tunel cutaneo. En este 
ultimo tiempo operatorio, si el ano fue real- 
izado en sigmoide, el tiuiel debe hacerse en 
transverso y quedara el paciente con dos 
cicatrices en el abdomen. (Grabado No. 7) 
Otra desventaja del ano de Haecker es el 
que para poder pasar el tunel por la breeha 
mesenterica, se necesita seccionar uno de los 
extremes del tiinel y suturarlo de nuevo a 
la piel, lo que puede ocasionar una irrigacion 
insuficiente del tunel con su consecutiva 
necrosis y perderse los beneficios del tiinel. 
En efecto, este ano de Haecker es muy venta- 
joso cuando se quiere hacer eontinente un 
ano ya establecido. En la tecnica de Kisclmer 
y la modificacion de AVelcker las tecnieas son 
tan semejantes a la de Cuneo, que easi son 
una misma. Solo se le diferencian en que 
realizan la intervencion en dos tiempos, algo 
semejante como se bace en el Haecker. 

La tecnica de Cuneo, reune las mayores 
ventajas y en ella se realiza de una vez la 
colostomia y el sistema de continencia con la 
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formacioii del tiuiel eutaueo ^ ef fh ^lizann 
ento subcutaneo, el paso al tla^es d« 1 1 hjcflia 
muscular j la dismmucioii dt 1 ♦ Idn lej 
onficio anal Como’sercmos eu su Irsmpjuni 
> en los e^^quemas adjuntos e^t i t*. ui i num 
en una sola todos lo-^ pioetdinmii ^ 1 

para la coutenciou de Hs Dk i 

uso de aparato receptor «t u j i »i 

del calibre del asa afeunlc 1 tj ts 


mujeies de 20 a 30 ados, en plena aetmdnd 
sexual } fisica, que desean mmi > leclamm 
sc les deje en capacidad dc podcr trabaiai j 
go/ar sus ailos Cunndo se los propone la 
toiniacion del auo, lopiinuro quc pieguntan 
es aterca de su continciicia ^ el cnujano de 
bera ofrecerles csto, ja que ef>ta en su& manos 
quc el enfeimo contenga do \eidad cn el 
momento que lo iiecessitc 



GrabTdo No 7 Fornnci6n <le im 
regulador de eraeuscioiies segun tec 
met de Htecker 


de un lu'iisculo estnado Conduccion del asa 
en un trajecto subcutaneo (FranL) \ /or 
niQcton del tiaicl cuMneo) para que el enfer 
mo en un momento dado, pueda a tohmtad, 
por el tierapo que quicra, asegnrai*se de la 
contcncidn de sus matenas Estos anos con 
tunel cutaneo para e&finter mecamco, son los 
Unices conocidos liasta hoy con los quc pod 
emos asegurar a nuestros enfermos que 
tendran de manera eficaz y no al azar dc un 
acostumbramiento, una continencia real A 
veces ante eiertos casos que se nos presentan, 
nos temos en la necesidad dc reemrir a la 
Xormacion de un ano definiti\o, baj que 
proenrar que este sea lo menos molesto y lo 
mas seme;jante a la fisiologia normal El ano 
artificial constitute una desgracia j si a esto 
se agrega la incontinoncia de matenas y gases, 
insegura en otros raetodos, un onficio grande 
etc, se ban aumentado los sufriraientos > se 
ba iiecbo del enfermo un mcapacitado social 
La maj or parte de los enfermos hnfogranu 
lomatosicos, son sujetos jotencs, iiomhres j 


La modtficacion Coi action El Piofesor M 
Coraclian, en su estadia cn Venezuela, nos 
hizo conocer el ano de Cuneo con su modifica 
cion Consistia en la supresidn del colgajo 
inferior, dejando solo el colgajo superior, dc 
modo que la cicatnz quedase en la forma que 
expresamos cn el esquema (Grabado No 8) 

NUFSTRC MODIFICCCION 

Ell las ocasioncs de lle\ar a la practica la 
tccnica dc Cuneo modificacion Coraclian, nos 
Iiemos lanzado a supnmir por complcto, 
sicmpre que fucra posible, las incisiones del 
colgajo superior, ja que hemos Msto que unit 
bicn podia extenonzarse el asa intestinal, 
haciendo un buen despegamiento subcutAuoo 
dc la benda superior j rechazando fuerte 
mente bacia amba con un separador el bordc 
superior de la benda, despues de formado el 
tunel cutaneo A contmuaci6n expondremos 
dctalladanicnte los pormenores dc la t(cnica 
scguida para la formacion de este ano 
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Ivdicacioiics del ano coniinente Cuiieo 
rnodifieado. Este tipo de ano requiere hacerlo 
teenicamente mediante nn coiijunto de deta- 
lles operatorios, pues sin ellos no podm 
obtenerse el resultado que se espera de una 
intorvencion correcta. El ano eontinente 
segiin este inetodo, es iiu ano de eieceidn, no 
de necesidad. De tecniea sencilla, pero 
enidadosa, realizable en todos aquellos paei- 
entes en qne su ano sea concebido de un modo 
definitive y que tengan una larga sobre-vida 
despues de operados. 



Grabado No. 8. Trazado de incisiones del ano 
Cimeo rnodifieado por Cornelian. 


Sitio de eUedon. El sitio de eleccion es la 
fosa iliaea y flanco izquierdo, excepcional- 
mente en la region umbilical (Ano del trans- 
vei’so). Depende de la altura de las lesiones 
colonicas el sitio en que deba de realizarse. 
Como ya bemos dicbo al principio de este 
trabajo, casi todos los enfermos a quienes 
bemos praeticado esta colostomia, fueron 
sujetos linfogranulomatosieos. Sabemos que 



Giabado No. 9. Estiidio radiogrdfioo de esteaosis 
alta del colon descendente y signioide. 


estas lesiones, pocas veces llegan al sigmoide 
y en mas raras ocasiones al descendente. No 
obstante, nosotros tuvimos enfermos en que 
sus lesiones llegaron al angulo esplenieo y en 
que bubimos de realizar un ano en el trans- 
verso y el Dr, Luciani publico recientemente 
un caso de estenosis en colon descendente. 
(Grabado No. 9) 

El proeedimiento operatorio para conoeer 
el sitio del colon que deba seecionarse es el 
siguiente: con estudios radiologicos obtenidos 
tomando el medio de contraste por ingestion 
y por enema, logramos en la mayor parte de 
las veces, conocer con mas o menos exactitud, 
a 3 ’-udados por la reetoseopia con tubo delgado, 
la altura de las lesiones. (Grabado No. 10) 

Si estas no llegan a sigmoide, hacemos el 
ano entre el flanco y fosa iliaca izqnierda y 
una vez explorado el sigmoide y descendente 
haeemos la seccion intestinal en sigmoide y 
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Grabado No 10 Estudio radioWgico dc cstenosjs 
Teclal'bi 3 a (Oba No 19) 


preferentemente en descendente Si las 
Icsiones ban llegado a sigmoide o esta se encu- 
entra adlierida, lo que iniposibilita su e^teri 
oiizacidn, practicamos una celiotoraia media 
supra e infraiimbilical j haciendo una mejor 
e'^ploracion escojemos el sitio do eleccion De 
este modo sol nos quedarian dos sitios en 
donde exteiionzar el colon angulo espl§nico 
5 colon tiansverso 

Picopcralorio A1 futnro colostomisado 
admmistraremos enemas evaeuadores y de 
limpieza intestinal unis 48 boras antes dc la 
operacion Despiies de efectuada la anes 
tesia, intiodueimos una sonda o una bujia 
uretral dura, por el recto a modo de refer 
cneiar el cabo inteiior con segundad 

Anestcsia Hemos dido preferenein .i la 
anestesia raquidca ba^a con no\ocaina, como 
anestesia de eleccion en las mtcrienciones do 
la parte inferior del abdomen La anestesia 
raquidea nos ha dado megnificos lesultados 
> cs mucho mcnos peligiosa que una anes 
tesia general que la usamos escepcionalmente 

Tecmca operaiona Dos incisiones horizon 
tales de unos seis centimetres de largo, 
paralclas j distantes una de otra tres centi 
metros (Giabado No 11) 
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La cxti'oiiiidaJ externa de la iueision iii- 
feidor dcbe eoinenzar a dos traveses de dedo 
denli'o de la es 2 :)ina iliaca antero sviiDerior del 
luiebo iliaco. Incisioues que llegan liasta la 
aponeurosis del oblicuo mayor. 

Hemostasia do vasos subcutaueos. (Gra- 
bado No. 12) 



Gtabado No. 13 


Giabado No. 12 


Gralaiilo No. 14 




Pormacion del tunel cutaiieo. Practicando 
una sutura invaginante intradermica con cat¬ 
gut eromico y a modo de sutura' tiiio Lembert 
0 Cushing de los hordes centrales de las dos 
ineisiones. Se dejan I'eferenciados los dos 
puntos temiinales para al final liacer una 
buena sutura de los orificios del tunel. (Gra- 
bados No. 13 y 14) 

Despegamiento de la herida superior y 
exposicion de aponeurosis de oblicuo mayor. 
Incision de aponeurosis de oblicuo mayoi', dis-- 
ociacion muscular y seccion de pei’itoneo 
(MacBurney). (Grabados No 15 y 16) 
Prehension y exteriorizacion de sigmoide. 
Exploraeion. (Grabado No. 17) 


! 


I 

f 


Grabado No. 15 
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Suhira de la aponeurosis del oblieuo mayor, 
dejando iin orificio por doude pasa el colon 
del dianietro de nii dedo menique. Este 
tienipo es mny delieado pnes una breelia imiy 
grande traeni consigo una evcntracion y una 
niuy estreeha puede ocasionar la gangrena 
del asa exteriorizada. .(Grabado-Ka„20) 



Despegamieuto subcutaneo de la piel de la 
lierida inferior. Tomando la piel por debajo 
de la lierida eu su parte media a unos dos 
centimetros. praeticamos un orificio circular 
con ti.ieras de dos centimetres de diametro. 
Por alii exteriorizamos el asa intestinal. 
(Grabados Xo. 21 y 22) 



Grabado Xo. 21 



Grabado Xo. 22 

Sutura de la piel por encima del asa intes¬ 
tinal, aproximando los hordes de la herida. 
Un punto interesante es la formacion de los 
angulos. (Grabado Xo. 23) 



Cuaudo bicimos el tiinel cutaneo dejamos 
referenciados los puntos extremos'con Inlo 
lar "0 y piuzas, Ahora tiramos de este lulo a 
modo de poder presentar los hordes del ori¬ 
ficio del tiinel cutaneo y bacer una Iniena 
coaptacion de la piel. Esto es indispensable 
para de.iar un buen orificio, permeable .v 
lograr una cicatrizacion correcta. 
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El mtestmo ^a e\teiiorizado poi el oiificio 
del ano, se fija con algunos pimtos a la pitl, 
aunque esto no es necesano (GrabadoKo 24) 
Verteinos colodion en la litiida j colocainos 
gasa El colodion sine paia proteger la 
henda de las mateiias fecnles Esta cuia no 
la Inantamos liasta el clecimo dia, en qiie 
coi tamos la sutnra de la piel Esta sutura la 
realizamos siempro con Inlo de lino, dando 
preferencia a los puntos en U 
El osa intestinal ei.teriorjzada, la dejainos 
cerrada eon la pinza o con las grapas de la 
pinza de Petz por unas 24 6 48 boras Liicgo 
la abnmos paia que salgan gases > mateiias 
Ano iliaco alto No sieinpre puede reah- 
zarsc nn ano en descendente o sigmoide 
Cuaiido estas lesiones no ban tornado el an 
giilo esplenico, nos \aleiiios de el para prac 
ticar la colostomia PrcMa laparatomia 
exploramos el colon, seccion«smos el peritoneo 
siguiendo el replicgiie del colon j la pared 
abdominal, seccionamos cl ligainento espleno 
cdlico y despegainos el Angulo espleinco Para 
realizar estas tnauiobras en iin espaeio tan 
profundo, procedeino-s del mode siguiente con 
una \aha laginal de Do^en, rechazamos el 
borde de la henda laparatdmiea y eargando 
toda la pared abdominal con la inano izqui- 
erda reebazamos bacia abajo j dontro todas 
las asas intestinales j bien Msualizado el 
angvilo esplenico, con nnas tijeras grandes 
realizamos esta seccion (Grabado No 25) 
EKtcrionzado el angulo esplenico, hacemos 



Giabndn No 23 


la seccidu intestinal j del mesocolon tnl como 
describimos en el ano siginnidoano, ^ cerrn 
inos el cabo inferior Aquf es mejor usar 
siempie la engrapadora de Petz, paia una 
mejor asepsm Procedemos cn el flanco iz 
qurerdo a practical el tiinel ciitaneo } dcni/is 
tecnicas couocidas ja desciitas > exterion 
zamos cl asa aterente, como se indica anton 
orinente Cerramos la pared abdominal 
Cuando las lesiones in\aden el Angulo csple- 
nico, recurrimos al colon tians\erso prcMO 
decoldiinento coloepiploico de la mitad 
izquierda del colon j iiacemos el ano en re 
gion iHaca o si alli no llegase d colon en 
region umbilical, csto prefenmos al ano 
umbilical (Gral)ado No 2G) 

Po^toperafono La condiicta postoperatorn 
de cstos colostomisados, en nnda ^a^^a de la 
scguida en las colostomias de otras ttcnicas 
A estos enfermos se les quita la pinza obtur 
ndora del colon extenonzado a las 24 boras y 
nosotros colocamos una tela do cauebo al 
dial bemos practicado un onficio por donde 
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Grabado No 26 


pasamos el asa intestinal, cle modo qne las 
inaterias fecales no ensucien el aposito de las 
heridas (Grabado No. 27) 

El asa intestinal la dejamos de unos 5 6 6 
entimetros de largo y luego vemos, coino 
poco a poco esta va reduciendose y si tarda 
nuiclio en liacerlo, con thermoeauterio se 
ejecnta una nueva secciou, dejando nn asa 
de nnos tres o cnatro ceutimetros. A1 termino 
de un nies, ya cl exeeso de asa exteriorizada 
no existe y qiieda redueida al orificio cutaneo. 
i\Iny al contrario a los otros anos, qne tienden 



Grabado No J7 Uelental de hole destiuado a 
j'roteger 1lienda® del aiio artificial 


la mucosa a prolapsarse, en estos tipos de ano, 
va reduciendose cada vez mas y al cabo de 
tres 0 cnatro meses no existe mucosa en re¬ 
lieve sobre la piel La sntnra de la piel de la 
herida laparatdmica la cortamos a los diez 
dias. Hay qne tener especial cnidado en el 
tunel cutaneo. Preferimos al principio no 
toearlo, solo hacer lavados con snero fisiol- 
ogico y SI hay alguna snpnracion, con solu- 
cion al 2% de mercnro cromo. Cuando el 
tvinel se encnentra ya cicatrizado mas o 
menos, procedemos a practical’ catelerismos 
dilatadores del mismo con bujias de Hegar 
No 3-4-5-6-y bacemos varias sesiones tres o 
euatio antes de colocar la pinza de con- 
teneidn. 

La coniciicwn cn cl aiio Cimeo modificado. 
Ya dijimos al principio qne este tipo de Col- 
ostomia reune en una sola operacidn todos los 
metodos ideados basta el presente para la 
contencion de las materias. Asi'CS qne el ano 
de este tipo, sin necesidad de pinza mecanica 
alguna, contiene lo mismo o mas qne todos los 
anos hechos por las tecnicas conocidas hasta 
boy Los enfermos opex’ados de este modo, no 
necesitan valerse del esfinter meeanieo, qne en 
realidad puede series molesto su uso continuo 
La mayoria de los enfermos usan una faja 
elastica corriente, (faja tubular de las inu- 
jeres) y algunos bajo el punto de vista estet- 
ico, se colocan un pequeiio adhesive que oculte 
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Gnhado Jso 28 Pinner tipo dc piiu • I n tillo \ 
cn eu\o3 extreinos se irticul'in dos ton ill )s Fsff* 
tallo ppn^'tr'i cn el tunel cut nico 
un talJo B con, doa o-jalea en extirnus \ pir 
los cualoa penetrar in los toniilioi coloca 1« po pen U 
cuhmente 

Ln pieaifiu so efectua con pocjucnis tneins 


la mucosa del ano Esto es suficieute para 
teller una eontiiiencia inu} bueua Pero >a 
hemos dicho de la ^enta 3 a qiie tiene este 
metodo con cl ciial podemos, asegiuai dc modo 
absoliito la consccncwn dc una contencton 
dcfimhva cuando sc qiueta } paia ello letui- 

I linos a una pmza metalica qiie liemos de con 
I stiuir en dos modos (Grabados No 26 % 20 
' dOj 31) 

Estas pmzas las utih/an los enfeimcs en 
taso de nccesidad Muchos, no icciuuu a 
cUas, piineipalmcntc los de clase social bu 
niildt Otros, sin embaigo, hs iisaii a diaiio 
Pcro su nnuoi aplicacion sc ciioontiai i en 
I aquellas uigeiicias de h Mda coiiicnte, cnnio 
j 111 el dia quo se tenga dianea quo st ha\a dc 

II a alguiia fiosta, etc, piiix. entoucL" les 
con\ient cstai scguios dt (pa mi ?no lun 
cionara de un modo defimlito 

Enfeimi colocandose tl esfintox nm piico 
(Giabados No 32 M 14 5 d)) 


Grabado No 23 
pinzu 


Primei tipo de 




Grdado No '*0 tq ) d«. 

piiizi H tnllo pujonor sc cnnil 1*1 jxr 
nn ruiidro, dc modo quo H prO’»ion no 
“c I 11 KS PO aa solo «ontido \ im pn 
sente inenos nesao do quo iii un 
momento dado isti puoda ‘=or otc’sjv'i 




Enferiiia defecando. (Grabado Xo 36) 

TJn ano iliaco definitive contineiite dos 
anos despnes de reahzado. (Grabado Xo 
37). Obs. No. 10 

RESULTVDOS OBTKNIDOS 

Esta teeinca la veiiinios praetieando de.sde 
el tiempo ya dieho En mi priiieipio tuvinios 
qne lanientai aigiinos iiiconveiiieiites, debido 
a ciertas di'h< n neuis, pero no al procediuii- 
ento niiMiio Estos fueron: las observaciones 
No. 8 y 14 tu (jue por efeeto de nuestro in- 
teres al obtmai deiuasiado el asa aferente, 
eoniprnn HI JOS taiifo qne Inibo en el postopera- 
tono inimdiato una trangrena del asa intes¬ 
tinal Estus eiik'imos no tmieron mayor in- 
coineniente suio el de perder los beneficios 
de ''ll (.ontineiitia, con siipresioii del tunel 
cntaiieo iileses mas tarde. eiiando la estaba 


eicatrizada la piel bicimos nn ano mas alto, 
sin eiicontrar inconveniente algmio. Otro 
peqiieno inconveniente file el de dos anos en 
las observaciones No. 11 y 21 por dejarsc 
eoinpletamente abierta la breclia aponeiir- 
otica, bubo nna peqnefia eventracion que fiie 
coi'regida iiieses mas tarde, sin dificiiltades. 

En la observacion No. 16 la enferina murio 
de peritonitis aguda al ciiarto dia. La autop- 
sia practicada por el Profesor Jaffe, deinos- 
tro que una sonda rectal introdiieida por ei 
ano artificial, liabia perforado el asa intestinal 
en su aeodadnra y esta perforacion fiie la 
eausante de nna mnerte por peritonitis sobre- 
aguda. En este caso el exanien del asa intro 
ducida en el abdomen demostro su siitiira 
perfecta. 

Esto es todo lo que en miestros casos oper- 
ados teneiiios qne lainentar. En la obseria 
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No 16 de mverte, no podemos atnbmrla 
. metodo, pnes esta sonda luibiera podido 
porforar el asa intestinal de ciialquier tipo 

de eolostomia. ' 

Pasados estos pequeiios trastornos, heinos 
visto con el tiempo y observando a todos 
, uestros enfernios qne aendeu de tiempo en 
enipo a controlarse, los beueficios de esta 
eolostomia. El aspecto estetico es el de lo mas 
Zntovio El orificio del aim se reduce con 
rtiempo al diametro de un eentimetro y a 
nrimera vista parece casi impereibible. La 
iinicosa no tiene tendeneia al prolapse, al 
eontrario, cada ver. mas se hunde y no ofreee 
relieve por fucra de la superfieie de la piel. 
Vucstros enfermos eolostomisados, se encuen- 
tran en plena actividad social, habiendo entre^ 
ell'os: lavanderas, cocineras, mujeres de la 
vida' mecanieos, chauferes, etc. Su eolosto¬ 
mia ’no les lia traido trastornos de ningnna 
espece Su 'S'ida sexual es normal y algunas 
enLraas son prostitutas profesionales. La 
continencia de estos aims, la realizan sin el 
uso de la piuza, la quo solo de.ian para nm- 
mentos extremos. Es muy satisfaetorio ver 
como estos enfermos traen a nuestros servi- 
eios compafieros de enfermedad o portadores 
de un auo de otro tipo para que lo liaganms 
eontinente. 


CRITIC.VS 

Al ano de Cuueo modificado se le ban 
beclm algunas criticas. Varies de ellas funda- 
das en razones, pero no comprobadas por 
bechos. Entre otras tenenms: 

1) El ano dc Citnco modificado cs d< iu- 
nica dificil y iraumatizantc. 

En verdad, la tecniea de la eolostomia deti- 
nitiva es de mayores cuidado.s que en la ilt- 
nna eolostomia corriente. Por ello dijimo^ .d 
principio que su tecniea era de (Jidnin } iiu 
de cnurgcncia. Es eierto qne imra rtali.Mi-— 
se hace necesario que el cirujami inno/. i hii.i, 
la tecniea y todos los detalli-N p.n.i ! n .'f wi 
buen trabajo. La diticulta<i e\is’. >> ■. ■■ u,- 

poea.s tecnicas quirurgitM^ tr.!': .-t, .i.ri,],) 

que en efeeto es puco ; ■ , • , ji. 

mente realizable por i-ualqii. ’ ■ iI'.ra 

un medico en geiier.d, 'pe i . >ii . ]• 


necesidad de practical' una eolostomia, no le 
podriamos aconsejar que ejeeutara este me¬ 
todo, piles con toda seguridad no podra 
llevarlo a cabo sin tener la habilidad quiriir- 
gica sufieiente. Lo de que el metodo es mas 
chocante que los demas, no estamos de aeuer- 
do. He realizado esta interveneion en 45 
minutos, como tiempo medio y no be teiiido 
en los easos que he operado estado de shoe 
por la interi’eneion. Asi mismo opino que no 
podran soinetei-se a ella, enfermos de emer- 
geneia en estado general muy malo, pues para 
estos easos haj^ que reeurrir a un proeedi- 
miento mas sencillo. 

2) En la. tecniea del ano eontinente defini- 
tivo Cnnco modificado, se deja el eaio inferior 
en cl abdomen cerrado, lo qne imposibilita 
practical- los Icivados rncdicamentosos para la 
reciitis. 

Esta critiea se haria mas bien al trata- 
raiento de la reetitis infiltrativa a virus pora- 
denico, de eiiyo interes nos oeuparemos en 
otra ocasion y en que podremos referir los 
heclms que hemos observado. Para la ejeeu- 
cion de esta tecniea tenenms los bechos com- 
probados eon nnestra experiencia, como eon 
la de otros profesionales. Actualniente, solo 
diremos que la eolostomia se realiza en estos 
easos para poner en reposo al recto, lo que 
basta jiara traer la curacion de las lesiones 
reetalcs. £>510 ha sido coraprobado despu4s 
de cuatHi aims de experiencia en esta materia. 
Si sc qnicren practical' lavados, puede utili- 
zaiNc la \ ia anal, siempre que esta permanezea 
jieriin-ablc. lo que se notarii mientras qiieden 
levii.tie> de rectitis en la mucosa. 


< ‘. M K \ I \ Die VCIONES DEL ANO CUNEO 
JIODIFICADO 

Rv.iii/.ii la seceion en colon enfermo. 

kcab/ar (-! cierre del cabo inferior y su Inm- 
dii'ii.-nto en (I abdomen, en los easos de cancer 
di-1 recto, si esta formacion del auo no va 
-•■guida dc la extii'paeion del recto, pues las 
li''ionc.s c.incerosas pueden oeluir el segmento 
inferior y mes secreciones hacen estallar el 

asj I'friada. 

Jill citfcinios muy caquectizados que re- 
ijoii.'h lum interveneion la mas rapida posiblc 
\ It! IIO^ cliOl'illlte. 


rrnvANENT Jhrj itiac cofosiovT 


150 



c\suisric\ 

Obs No 1—llo'itital do \\ Cru-s R«n fccnieio 
dc Cirugia del Dr Bn(|Ucro Histoni No 167 
OB—30 afioa do edad, sexo ma«ii.ulmo, raza blanca, 
natural do Nirgua, eoUero, botiquinero 
Diagnostico Estreclicz rectal a ^J^us porademco 
Tratamionto 21 XT 1918 Colostomia dcfinitna 
ca descendente Teemca Cuneo modifioada Aneste^ja 
rac|uidpa bTia con no\ocaina 

Bostopentono nimcduto nnnnnl 
I’ostopcratono t trdio ano fiincioin bien Con 
tinencia sin pinza, solo H utihza en eases ncecs'inos 
Ln 1939 le fii6 pmcticada extirpacidn nWoinino 
penncil del recto 

in 1941 Estado gciicnl bien Su mo niuj bien 
Orificio do 1 cm do diAmetro 
Obs No 2—Hospital de h Cruz Boja ScrMCJO 
de CiriiRla del Dr B Kiuero Ilistorn No lOo 


MM—it nfios dc ed id, sexo ftincniiio, rara ines 
tjza natural <lc Cinnan i, soltcri, ffiuos druii stuos 
Diagniistno IXtrcilu? nitil a Mrtis poradciiico 
Tritainunto 12X19iS Cnlostnnila Cumo nioli 
fieida AneBtcMi rujmlei Ian ion iiovociina 
Toatoi er itorio innudiato normal 
Bostopetatono tardio sm noicdad 
23VI19J9—^La enferma In tngordado diez kilo*) 
Su ano funeion i bien, lia\ enntmiiicii bin neiesidad 
dc pinza La supuraenm del recto desiparccio La 
TCcto^copia demufstrn que toda la uiiieo-* i 
cicatnzida La cstrcelicz rectal fi In hccho iiifran 
queablc 

15III1940—La cnfcnin continua bicn LKva su 
\nla normal Trabaja de Cimarcra en una ca«a dc 
familia tn eontmencii dtl ano es la dc eiialquier 
persona normal No iieecsita osar csfinter mee'inico 
El ano lo cubre con iin adliesno j a primera vista 
no ac ptreibe La 'ida sexual es normal Hi tcnilo 
vanos esiKisos disj ufs dc oj t r ida El recto no siipun 


IGO 


JOURNAL OF lEE INTERNATIONAL COLLEGE OF SURGEONS 


Obs. No. .3.—Hospital Vargas. Sala No. 19. His- 
toria No. 107. 

L.P.—29 anos, sexo femenino, raza blarica, natural 
do Aroa, soltera, oflcios domSsticos. 

Diagnostico: Estrechez rectal linfogranulomatosica. 

Tratainiento: Colostomia definitiva. Tdenica Cuneo 
modificada. 

Postoperatorio inmediato: normal. 

Postoperatorio tardio; euatro meses despuds con- 
tinua la supuracion -rectal. - Ingresa al-HospitaV -do !»• 
Cruz Roja. Le fue practicada una extirpacion abdom- 
iiio perineal del recto en el Servicio del Dr. Baquero 
por el Prof. Coraclian. La enferma niurio por peri¬ 
tonitis al sexto dia. 

Obs. No. 4.—Hospital de la Cruz Roja. Servicio 
de Cirugia del Dr. Baquero. Historia No. 194. 

S.S.—37 auoSj sexo femenino, soltera, de raza mes- 
tiza, natural de Antimano, oficios domesticos. 

Diagndstico; estrechez rectal a virus poradenico- 

Tratamiento: 21-XI-193S. Colostomia definitiva- 
Tecnica Cuneo modificada. 

Postoperatorio inmediato: normal. 

Postoperatorio tardio: l-VI-1939. Su ano funciona 
bien. Tiene una eventracion en la parte del colgaj'O 
superior que abomba sobre la superficie del abdomen. 
Ingresa de nuevo al Hospital el 6-VI-39. Se intervieno 
realizando cura operatoria de su eventracion. Post¬ 
operatorio inmediato: normal. Postoperatorio tardio: 
normal. El recto no supura. El ano es continente- 
No necesita usar esfiuter mecanico. 

Obs. No. 5.—Hospital de la Cruz Roja. Servieta 
do Cirugia del Dr. Baquero. Historia No. 318. 

E.F.—26 afios, natural de Caracas. 

Diagndstico: Estrechez rectal a ^i^us poradenico. 
‘Tratamiento: Colostomia Cuneo modificada, 22- 
•lXII-1939. Auestesia raquidea baja con novaeaina. 

Obs. No. 6. —Por la sonda sale un liquido amarillo 
muy fStido. Por el recto hay pus. 

8 a.m. Los vdmitos continuan. 

9 Continua el eufriamiento. El pulso radial 
no se percibe. 

10.45.—La respiracion es superficial, se indica 
suero continue endovenoso. La piel csta amoratada- 

11. —La enferma murio. 

12. a.m. El Prof. Jaffe acude al hospital a prac- 
ticar la autopsia del cadaver. Se encontro una peri¬ 
tonitis generalizada, con asas aglutinadas y liquido 
peritoneal purulento. Existe una perforacidn en el 
asa intestinal aferento en la cara posterior del 
tamano % cm. La sonda introducida por el ano, se 
encuentra atravesando dicho orificio. El asa inferior 
se encuentra normal. La sutura obtuva completamente 
cl intestine. 

Diagnostico: peritonitis por perforacidn del asa 
aferente. 

Obs. No. 7. —Hospital de la Cruz Roja. Servicio 
de Cirugia del Dr. Baquero R. B.—40 afios, sexO 
femenino, casada, natural de Barquisimeto. 

Diagnostico: Estrechez rectal a virus poradenico. 

Tratamiento: Colostomia Cuneo modificada. 13- 
IX-1939. 

Postoperatorio inmediato: normal. 

Postoperatorio tardio: 20-X-1939. Ano funciona 
bien. Contencidn buena. No necesita pinza. Aspecto 
estdtico: muy bien. 

Obs. No. *8.—Hospital de la Cruz Roja. Servicio 
de Cirugia del Dr. Baquero. Historia No. 214. 

P. L.—29 afios, sexo masculine, natural de Ma- 
cuto, chaufer. 

Diagndstico: Estrechez rectal y sigmoideana. 

Tratamiento: 12-VII-1939. Laparatomia mediana- 


Se explora el sigmoide y se encuentra con lesiones 
estenosantes que impiden su movilizacidn. Se hace 
despegamiento de angulo esplenico y se construye un 
ano iliaco con exteriorizacidn de iingulo esplenico de 
colon. Anestesia raquidea alta con novocaina. 

Postoperatorio inmediato: ndrmal. 

Postoperatorio tardio: 3-X-1939. Ha engordado 
7 Kg. Trabaja on su profesidn de chaufer. Defeca 
diariamente en la manana. No necesita usar la pinza 
la qmn.-guardn' pahi ciei-tas oeasiones. Eh tiincl 
cutanco es permeable. 

15- IV-1941.—El enfermo .continua bien. Aun hay 
alguua supuracion por el recto. So indican sulfamidos 
y esperamos para su intervencidn de extirpacion del 
recto. 

Obs. No. 9.—Hospital do la Cruz Roja. Servicio de 
Cirugia del Dr. Baquero. Historia No. 224. 

M. L.—26 afios, casado, sexo masculino, raza mes- 
tiza, natural dc Caracas, chaufer. 

Diagndstico: estrechez rectal, sigmoideana y on 
dcscondcnte. A la lapaiatomia se observd que las 
lesiones llegaron hasta angulo esplenico. Asoeiacidn 
de amibiasis y bilharziosis. El Prey fue nogativo. El 
estado general de oste onfermo era muy precario. 

Tratamiento: Laparatomia mediana. Despega¬ 
miento do angulo esplenico. Colostomia illaca de colon 
transverse. Tecnica Cuneo modificada. 9-IIX-1939. 

Postoperatorio inmediato: 14-IIX-1939.—Hay ne¬ 
crosis del asa oxteriorizada. El enfenno continua 
bien. Abrimos ampliamente la piel quitando las su- 
turas y dojando abiorto para la salida de las ma- 
terias, la que se hace icgularmente. Introducimos 
una sonda por el ano artificial. 

16- nX-1939.—Sindrome oclusivo. Se practica lapa¬ 
ratomia. Se encuetra un asa delgada distendida y 
aprisionada por una brida do cpiplon. El rcsto de 
las visceras, normales. Se hace entorostomia. 

22- IIX-1939.—El enfeimo presenta un estado pul- 
monar con expectornciCn abundanto sanguinolouta, 
tos y dolor costal. Se llama al Dr. Valencia del Ser¬ 
vicio dc Medicina, on consulta. 

23- IIX-1939.—^E1 estado del enfermo os el siguion- 
te: El ano y la entorostomia climinan bien. El estado 
general cada dIa empeora. El enfermo ha enfla- 
quecido mucho. Su estado pulmonar es cada dia mas 
manifiesto. Un exfimen de esputos demucstra la pre- 
sencia de abundante bacilos de Koch. 

25-IIX-1939.—El enfermo muriO con el diagnostico 
de Granulia T.B.C. 

Obs. No. 10.—Hospital de la Cruz Roja. Servicio 
de Cirugia del Dr. Baquero. Historia No. 383. 

P. B.—24 anos. Sexo femenino, natural dc Mai- 
quetla, casada. 

DiagnOstico: Estrechez rectal a virus linfogranu- 
lomatOsico. 

Tratamiento; Colostomia definitiva continente. 
Tecnica Cuneo modificada. 

Postoperatorio inmediato: normal. 

Postoperatorio tardio: 23-IIX-1940. Se siente bien. 
Defeca cada 24 horas. Siente ganas de defocar y 
puede hacorlo bien. Muy poca supuracion por el recto. 
No usa pinza. Ano artificial esteticamente muy bien. 

23-V-1941. La enferma ha engordado mucho. 
Continfi.a muy bien el funcionamiento de su ano. Se 
ocupa del negocio de comercio y viaja constanto- 
mente a Curacao. Se siente contenta y no le pesa 
haberse oporado. 

Obs. No. 11.—Clinica Gonzalez Lugo.—^Historia 
No. 1719. 

C.O.—40 afios de edad, natural de Barinas. Cas.ad.a. 

Diagnostico: Estrechez rectal linfogranulomatosica. 
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Tratamiento 20 II 1940 Colo9tomip dcfinitiT-i con 
tinente T6cmca Cuneo modificada 
Postoperatorio inmediato normal 
Postoperatono tardio Pre'ent^ ano eAcntr-Kidn 
por ensancbamiento de la brecha apoi eui tica quo da 
paso al asa intestinal 5II1941—8 p bace cura 
operatoria de eventracidn Eesultado cu’^acito 

Su ano marcha bien No usa la pinza las Icsion-'s 
rectales estdn cicatrizadas 

~ Obs No 12—Hospital dc la Cruz Piii S'^rvino 
do Cirugia del Dr Bagucro History® No %6 
M A 36 anos de edad, seso fenienmo, ia'’a r»i ti/a 
natural de La Victoria Canada 
Diagndstico Estenosis rectal a \iru=« joradeju 
Tratamiento Ano iliaco definitno T^iinca Cun o 
modificada Anestesia raqtildea baji 
Postoperatono inmediato normal 
Postoperatono tardio 15 rv’ 1941—^Ano id u li » 
La enferma ha engordado 10 Kg Coniraio inatri 
monio y lleva una vida mitnmoniil muy fob? 
rclacionea sexuales son normales 
Reetoscopia Las Icsiones del rtctf cstan iitatn 
zadis No bay supuracion 

rnferma curada Usa su pinza en ocaaionea p^ra 
la cQntciici6n quo regularmentc hace bitn 
Obs No 13— Hospital do ia Cruz lb>ja— Vnicm 
de Cirugia del Dr Bagucro Histona No 544 
L R— 38 aCoa do edad, sexo femenum, natural dc 
Turmero, divorciada 

, r t tipo cstenosante 

ostomia ill ica de 
• modificada Anea 

tcsia raquidea 

Postoperatono inmediato normal 
l‘oBtoperatorio tardio 17 VI 1911 —Ila^cngordado 
® ^6 Bu cstado general cs migniftco El ano fun 
cjona muy bicn No usa pinza hasta boy por no 
tenerla 

Oas No 14—Hospital de la Cruz Roja Serncio de 
Cirugla del Dr Banquero Histona No 108 
AW—24 aCos de edad. sexo miscubno, natural 

T* 

Mrus poradcnico 
ihaco dcfinitico 
ada 

Postoperatono inmediato Se produjo una necrosis 
del eabo exterionzado Se abn6 la benda que cubria 
esta a®a y se de70 abierta ampliamento Quedo «n 
ano 8in trayecto subcutSneo El resto del postopera 
tono sin novedad 
Postoporati 
Se somete en 
firgica para 

mediana Desprenduniento del Angulo esplemco del 
colon por debndamiento del ligamento frcnocolico 
izqmcrdo Incision del colon esplfenico Sutura del 
cabo inferior aero musculosa Eormacifn del ano 
lUaco definitivo T4cnica Cuneo modificada 

2 Nil 1940—El enfermo cstd bicn Ha engordado 
Su ano funciona satisfactonimente U^ la pinza en 
ocasiones Continua la supuracion del recto El on 
ficio del ano primitivamente gangrnado ha ceriado 
cspontAneamentc 

Obs No 15 —Hospital Vargas Scrncio de 
Cirugla No 2—Histona No 95S 
B F 26 anos de edad, «>cio femcnino, raza negra, 
natural de Curicpa, soltera 
Diagnostico Lstreebez rectal a virus porad{iuco 
Tratamiento Colostomia izquierda definitiri TAc 
uica Cuneo modificada 4 XH 1940 


Postoperatono inmediato normal 
Postoperatorio tardio ano funciona bien Conti 
nrnpii bicn 

Ots No 16—^Hospital Vargas Serncio de Cinigfa 
No 2 HUtonaNo 389 

DP—^26 anos de edad^ sexo femenino, natural dc 
Al-'rgarita, soltera 

iJingndstito Estrechez rectal a virus poradeiuco 
Iritamiento 8 X11939 — Apo ilfaco dcfimtivo 
TAiiuca Cuneo modificada Aftestesia general con etir 
I ostoperatono inmediato nonnal 
Postoperatono t irdfo las lesiones del recto no Inn 
(.icatmado Sc hizo extirpaeion abdommo ponnoal 
is 11940 

15 M 1941—La cnfirma esta bitn Muy gorda 
Ssu ino funciona bien No usa La pinza por no necos 
itarli pero la giiarda en su bolso para caso de nccesi 
dad Ha continuado su oficio de iavandera Su ndi 
sixual es normal 

Ofib No 17—Hospital Vargas—Scrvicio de 

Cirugtv No 2—Historia No 370 
MP 30 anos de edad, natural de Ciudad Bolivar, 
sexo temcnino soltera 

Diagnostico Estrcchez lectal a nrus poradenico 
Tratamiento 23 XI1939 —Ano lUaco definitive 
Tccmca Cuuto modificada 
Postoperatono inmediato normal 
Postoperatono tardio Tres mescs mas tirdc se 
pr^cticd uni exiirpacun abdommo perineal del recto 
Li enferma st encuetra en cstado normal Su ano 
funciona bien Ha) continencia ncccsidad dc pinza 
Ob? No IS—Hospital Vargis Scnicio de Cirugta 
No 2 IlistonaXo 4146 

MT—18 nios de edad, raza mestiza, natural do 
Altagracxa de Ontuco, soltera 
DngnOstico EstrecLez rectal a virus porademco 
Ingrc^A a este «crMcio emiada de iin asilo cn doodo 
estA retliifda por incapacidad social Hace un aOo Ic 
fue hcclio un ano umbilical I a cnftrma sufre de 
crisis (harrcicas constantes, incontinencia del ano v 
proljpso de ambos extremos Esto lo iinposibihta todo 
trabijo Su vida no cs posible de esto modo 
Tratamiento Ciene oxtraperitoncal de ano frans 
\crso Laparatomia nicdiuna ExploraciAm Las 
lesiones sou muy altas y sc secciona el Iigamento 
frciio coheo izquicrdo con dcspegamiento del angulo 
cspUnico del colon dniule se hace la secci* n del colon 
FormaciOn del ano iliaco definitive 
Postoperatono inmediato normal 
Postoperatorio tardfo La enferma ha engordado 
Se ha quedado trabajando en cl mismo Hospital de 
amnUar de enfermora cn una sala do medicina 

fcl recto no suj ura La continencia es buem No 
han vuelto crisis diarrctcas El aspecto cst^tico de su 
nuevo ano y su continencia Ic han permitido renovar 
SOS rclnciones sexuales. 

Ob? No 19 —Hosjutal t argas Scrvicio de Cirugia 
Ho 2—^Historia No 13 634 
GG 20 afios de edad, sexo ftmcnino, nitural dc 
Zarara, viuda 

DiagnAstico Estrechez rectal a virus porademco 
Tratamiento Opcraciftn No 1113 2 II41 Ano 

ibaco dcfmitivo T6cnica de Cuneo modificada 
Poslopcratorio mmediato normal 
Postoperatorio tardto ^Vno bicn La enferma lleva 
una vida normal 

Obs No 20—Hospital dc la Cruz Roja Servicfo 
de Cirugia del Dr Baquero Histona No 318 
EF—41 aijos dc edad, sexo fcmcuino, natural dc 
Maracaibo, soltera. 

Diagndstico Estrechez rectal a virus poradcnico 
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TraT.-imirnto; Ann iliaco dcfinitivo. Tocnica Cunco 
moiUlicada. 

I’oftopcratorio inmcdiato: Xormal. 

Po5tci>ora‘orjo tanUo: ano funciona bion. 

Or.p. No. 21.—Hospital tic la Cruz Roja. Scrvicio 
(Ic Cirucia ilcl Dr. Baqucro. IHstoria Xo. 205. 

T. J. 2S auos (Ic ctlaii, natural do Los Tcqucs. 

DiniPiOttico: Rcctitis infiltrativa cstenosantc a 
virU' poradi'nicn. 

Tratauiicnto: Ano iliaco dcfinitivo,—Tccnica Cunco 
niodificaiia. 

ro'topcratorio Innicdiato: nornial. 

I'o'stiijicratorio tardio: 14-V-1041.—Ano funciona 
bill!. Oriticio dc 2 cm. dc diamctro. Contincncia 
r>lativa butna. U.sa la pinza cuando va dc fiestas. 
Vida siwiial normal. 

(Ins. Xo. 22.—IIo'-]dtal Var};as. Servicio do Cirupia 
Xo. 2.—llistoria Xo. IbO. 

M.T.—i auos dc edad, natural dc Zaraza, sexo 
tVmcnino. 

Diapm'stico: Kstrcchcz rectal a virus poradenico. 

Tr.-iiumu'iito: 11-1 V-lpitS. Ano iliaco dcfinitivo. 
Tt'cuica Cunco modificaila. 

I’o'topcratorio innicdiato: normal. 

I’ositqicrattirio tardto: .'^cis mcscs dcspucs le fu6 
practicail.i la cxtirpacion del recto jior via nbdoinino 
perineal. Tre.s mc.'ic.s mas tardc cstatia definitivameufe 
riir;ida v represo ;i su pueblo cn cstado normal. 

Oils. Xo. 2.’!.—Hospital Varpas. Servicio dc Ciriigia 
No. 2.—Sala IP.—llistoria Xo. 192:!. 

I!.l!. dfi auos do edad, raza blanea, natural do 
Ciudail i{(div:ir, soltcra. 

I'i.ipm'istico: Ano unibilical prolapstido. Estreeliez 
octal a virus poraiKnico. La enforma acude al Ser- 
vicni Xo. 2 portpic e! cstado actual no Ic pcriuitc 
ilevar vida social. 

Tratamicnto: 29-V-1940.—Cierre cxtraiicritoncal dc 
ano umbilical Colostomta iliaca dcfiiiitiv:i. Tccnica 
('unco modificada. 

I’o'tojicr.'itoriu innicdiato: normal. A dioz dias 
••icatrii’acioii dc siis licridas. Sc obtuvo cl cierre del 
.•iiio unibilical. 

I'o.stoj.cratorio tardto: 11-1-41.—La ciifcrma re- 
pris.'i del interior tBarcclona) Solamcntc a quo con- 
trolcmos sit ano. Sc sientc coiitciita. Su contincncia 
<■< mapitific.'i, X’o usa jiinza sino cii eases urpciitcs. El 
recto no su]nira. 

On.s. Xo. 24.—llosjiital dc la Cruz Roja. Servicio 
df Cirupia (led Dr. Baijucro.—llistoria Xo. 505. 

T..1., 2s anos do edad, raza blanea, sc.\o fcmcnino, 
natural dc Los Tcijucs. 

IVnipm'stico: Estreeliez rectal a virus poradenico. 

Tratamicnto: Colostomia dcfiiiitiva coiitincnte. 

Te nn a Cunco modificada. 15-11-1941. 

po-toj'cratorio inmcdi:tto: normal. 

postoperatorio tardio: Ha enpordado cinco kilos. 
2.'11119 !1, Su ano mtiv bicn. Csa la jditza casi dc 
Cl ntinuo cuando sale a la callc. Estf-tica muy bicn. 
L.'i ca .-'i; vid.’i .'.ocial. 

(las. Xo. 2.',—Hospital Varpas. Servicio dc Cirupi.a 
Xo. 2. Hi'toria No. 14li4G. - 

C.r.—27 anos dc edad, raza blanea. obrero. natural 
di (.'araca', stptoro. 

Di:-,pn.'.-tico: E'trcclirz rcct:il a vims poradinieo. 

Tr:.t:(m;. r.to: pi V 1941. Colostomia iliaca defiiii- 
tiva. T(- nic.-i ('unto niotiificada. 

P.'t'i'Ti.tori.-i inmc'liato: normal. 

P.-to;» ratori'i tardto; El enfenno lia enpordado 
' L;-..' !!:. r-tornado a su trabajo. L.a cnntinenci.a 

s:r r.ra t - may bu. na, (’ 0:1 .-u u-o cs dcfiiiitiva. 


Obs. Xo. 2G.—Clinica Gonzt'ilcz Lugo. Servicio del 
Dr. Baqucro. Historia Xo. IflCS. 

C. dc S. 3S anos do edad, natural do Ciudad Boli¬ 
var, casada. 

DiapnOstico: Estreeliez rectal y sipmoidcana a virus 
poradfinieo. 

Tratamicnto; Laparatomia cxploradora. Existen 
Icsiones infiltrativas en recto, sigmoidc y parte del 
descendente. So practica dcs prondimiento del an- 
pulo esplenico y ano iliaco dcfinitivo coutinento sec- 
cionando colon cn angulo esiildnico. 

Postoperatorio inmodiato: normal. 

Postoperatorio tardio: 9-V-1941.—^La onferma lia 
enpordado 15 Kp. Ha vuelto do nuevo a sus activi- 
dadcs soeiales. Una rectoscopia practicada demuestra 
todavia alpunas Icsiones rectalcs. La contincncia del 
ano es satisfactoria sin pinza. Con el csfinter me- 
ciinico es dcfiiiitiva. Esto lo usa para asistir a la 
fiestas. 
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RESUMEN 

El trntamiento de iin gran niimero de 
enformos afecfos de estenosis lecfales a 
virus poradenico, a los quo sc les lia 
praeticado una colostomia dc6nitiva, 
me lia dado la ocasion para niodificar 
algnnas feenicas on las intcrvencioiies 
de esta indole, siempre con el objeto de 
quo los paoientes adquieran un ano con- 
finente definitlvo, qne les pcnnita 
sorvirso do siis intimas aclividadcs 
funcionales. 


La continencia verdaclera y no la reg- 
nlarizacion de las mateiias fecales en 
los siijetos colostomisados, se babra de 
intenfar a todo trance si es qne se qniero 
obtencr algo tolerable en personas 
jovenes, en plena actividad social. Para 
alcanzar esta continencia, se indican 
muclios procedimientos, entie otros los 
signientes; dicta; nso del apaiato recep¬ 
tor; pelota oclnsira; modificaeionos del 
calibre del asa intestinal; paso del asa 
aferente al traves de un nin.sculo estri- 
ado; condnccion del asa aferente por un 
frayecto subcntaneo mas o raenos largo 
(metodo de Frank). De tales procedimi¬ 
entos se hace nna ligera descripcion con 
ilvtstraciones explieativas. Lnogo me 
ocnpo de los porraenores do aquellosqno 
utilizan un esfinter meoiinico, para for¬ 
mal' nn tunel cntanco por debajo del asa 
aferente, con ol fin de obtoner la com- 
presion del asa intestinal exteriorizada 
y en consecnencia, una segnra confin- 
encia. 

Los metodos qne utilizan el esfinter 
niccanieo, son; ICurtzahn, Ilneoker, 
ICisehner, Cuneo, etc. Este liltimo es el 
qne se relnciona con este trabajo, en el 
que bago constar las modificacioncs do 
Coracbiin y del snscrito, sobi e su tecniea. 
Bn dibujos esqucm.'iticos explico amplia- 
monte los fiempos operaforios de la 
colostomia iliaca definitiva. En p.ir- 
rafos signientes, acerca de los ciudados 
postoperaforios, la confencidn del ano 
y la descripcion del esfinter mec.inico 
utilizado para tal fin. Tormino, de,ian(lo 
conocer los resultaclos y los accidentcs 
sin importancia en 26 enfermos colos¬ 
tomisados, cuyas obsen’aciones van al 
final del trabajo. Igunlmente liago es¬ 
pecial mencion de las criticas quo 
pudicran dar lugar eslos melodos, 
dificiles do liacorlas prosperar por no 
vcnir ncordes con cl concepto patogenieo 
y las de.scripcionos anatomopatologicas 
de los enfermos observndos. 
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Me lian servido de consulta para este 
trabajo, mas de cincuenta citas bibli- 
ograficas, los arcbivos del Sermcio de 
Cirugia del suscrito en los Hospitales de 
la Cruz Eoja y Sendcio de Cirugia No. 2 
y Anatomia Patologica del Hospital 
Vargas, todo ello en comprobacion de-la 
tecnica expuesta. 


RESnMK 

Ayant soigne un grand nombre de 
malades atteint de stenose rectale con¬ 
secutive a un lympbogranulome venere¬ 
um cbez lesqueis une colostomie gauclie 
iliaque avait ete etablie, 1’auteur a modi- 
fie la teclmique de cette operation dans 
le but principal d’obtenir une continence 
efficient e. 

, Tout malade porteur d’une colostomie 
fqm desire mener une vie active doit 
V avoir une continence absolue; cela^est 
aussi important sinon plus, qu’une regu- 


larite des selles. Pour acliever ceci, 
beaucoup de moyens out ete employes: 
regime alimentaire, emploi d’un recep¬ 
tacle, recours a des obturateurs, modifi¬ 
cation du calibre de I’anse intestinale 
interessee, insertion de I’anse intestinale 
a travel's le muscle, implantation I’anse 
afferente dans un tunnel sous-cutanee. 
Tons ces precedes sent analyses et illus- 
tres par Gonzalez. 

L’anteur decrit ee qu’il designe 
“spbincter meeanique.” Ce “sphincter 
mecanique” obtient la continence par la 
compression de I’anse intestinale ex- 
terne, an moyen d’un appareil compres- 
sif. L’auteur decrit la modification du 
precede de Cuneo effectiie par liii et 
Coracban. L’auteur decrit et illiistre la 
technique de colostomie iliaque gauche 
et les soins post-operatoires qu’il em- 
ploie pour obtenir un anus artificiel con¬ 
tinent. II analyse 26 cas et repond aux 
differentes objections que sa methode a 
soulevees. 
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Modified Barraquer Suction Cataract Operation* 

, MARVIN J. BLAESS, M.D. 

Attending Opthalmic Surgeon, Evangelical Deaconess Hospital 
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T O THOSE familiar with the prob¬ 
lems of cataract surgery there is 
110 doubt about the superiority 
of iiitracapsular over extracapsuiar 
methods. Clear media with no need for 
repeated needling operations; lower in¬ 
cidence of postoperative inflammatoi-y 
reactions; and avoidance of the depress¬ 
ing period of waiting for cataracts to 
ripen are all well recognized advan¬ 
tages of intracapsular methods. 

Barraquer’s method of utilizing a 
vacuum to remove cataracts in their en¬ 
tirety is the only important original 
technic to be perfected in the past.twen- 
ty years. Although many surgeons still 
remain ingenuously beuTklered at so 
radical a departure from older methods, 
it is well within the bounds of possibility 
that Barraquer’s suction method of 
total cataract extraction may become 
the universal method of the future. 

That many general ideas regarding 
the Barraquer suction cataract oper¬ 
ation have never been adequately under¬ 
stood and that others pertain to an 
earlier and now outmoded stage in the 
evolution of the technic is not univers¬ 
ally recognized. It is the earnest desire 
of the writer to call attention to a need 
for revision of many of these concepts. 

Although there is little disagreement 
as to the essential features of the suc¬ 
tion technic, there is no unanimity in 
regard to the minor details and the 
manner of performing each maneuver. 

•Presented at the International AssemWy of the 
International Cfollege of Sorgeona, Mexico City, 
August, 1941. 


The size of the corneal incision, the type 
of iridectomy, the amount and manner 
of applying the vacuum, inversion or 
tumbling of the lens, the size and shape 
of the vacuum cup and the method of 
suturing the wound are all matters of in¬ 
dividual preference among the surgeons 
who use the suction technic. 

In the writer’s technic the lower lac¬ 
rimal punetnra is dilated at the begin¬ 
ning of the operation and 1 to 2 o.o. of 
1:3000 bichloride of mercury in petro¬ 
latum (Wliite’s ointment) is injected 
directly into the lacrymal sae. This has 
a twofold purpose: (1) it destroys any 
infectious organisms that may be lurk¬ 
ing in the lacrimal passages; (2) it pre¬ 
vents the gastric upsets which frequently 
result from the toxic effects of excessive 
and rapid absorption by the nasal and 
pharyngeal mucosa of many of the sol¬ 
utions which drain through the lacrimal 
passages from the conjunctival sac. 

Akinesis may he obtained either by 
the method of O’Brien or by that of Von 
Lint, or by a combination of both meth¬ 
ods. Lid anesthesia is not important 
hut it adds to the patient’s comfort and 
may be easily attained l)y injeefing a 
few c.c. of a solution of 2 per cent pro¬ 
caine with adrenalin into the snheutan- 
cous tissues of the Uds. Eetrobulliar 
injection of 1.5 c.c. of the same solution 
produces a deep anesthesia of the en¬ 
tire globe and temporarily reduces the 
intraocular tension. 

Lid control is most elliciently obtain¬ 
ed by tlie method of Horner wliicli elim¬ 
inates the work of an assistant and 
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removes one pair of, liancls from a 
crowded operative field. The sutures 
are placed in the lid at the beginning 
of the operation. A speculum is used 
only until the corneal section and iris 
incision have been made and the corneo¬ 
scleral sutures have been placed accord¬ 
ing to the method a Barraquer. The 
speculum is then removed before de¬ 
livering the lens and thenceforth the 
lids are controlled by the sutures 


weighted with small hemostats. 

Barraquer’s original ideas regarding 
the importance of an interrupted or 
pulsating vacuum have been_ discarded. 
In my own extensive experience with 
the suction technic I have been impress¬ 
ed with uselessness of tumbling or in¬ 
verting the cataract into the anterior 
chamber. I have found that the contrac¬ 
tion of the lens by the application of 
the suction cup, phis rotation of the 
' lens in the plane of its equator in the 
natellar fossa without disturbing the 
vitreous, is sufficient to rupture the zon¬ 
ule in over 90 per cent of tlie operations. 
The cataract can then bo easily delivered 
by slight traction with the suction end 
piece and gentle pressure on the cornea 

^"Ssidering the anatomy of the eye 
and the physical problem involved in the 
direct eiraction of cataract by the util¬ 
ization of a pneumatic forceps, it is not 
surprising that vitreous loss is neither 
nn imminent danger nor an impoitan 
‘ The crystalline lens is 

^Snded bv the zonular fibres which 
eSJ^nd fronrthe anterior and postenor 
c-uwule of the lens in the region of the 
eouior to the ciliary valle>;s and proc- 
Xfof the ciliary body. These zonu¬ 
lar fibers form an open net woik 

brevet open pathway between the retro- 
luH ^?aoe and the posterior chamber. 
The polterior chamber and the anterior 


chamber are directly continuous through 
the pupil. In other words, after the eye¬ 
ball is opened, atmospheric pressure is 
transmitted directly through the pupil 
and the interspaces between the zonular 
fibers to the anterior condensation layer 
of the vitreous. Therefore when the 
vacuum cup is placed on the anterior 
capsule of the lens with the wound held 
open the vacuum is not transmitted to 
the vitreous. Atmospheric pressure is 
not removed from the anterior vitreous 
surface nor from the posterior surface 
of the lens. 

The suction operation is the only 
intracapsular cataract technic in which 
the surgeon modifies and adapts certain 
maneuvers and a precise machine con¬ 
trolled force to suit the stage, type and 
physical condition of the cataract. In 
all other types of cataract operations 
the technic is either designed for one 
particular state of development or a 
certain type of cataract, or it is most 
efficient in dealing with a certain state of 
development or a certain type of cata¬ 
ract. One does not often encounter a 
patient with cataract in which all of the 
conditions considered ideal for a for¬ 
ceps extraction are present at the same 
time. The same is true of the conditions 
considered necessary for a satisfactory 
capsulotomy operation. In fact, the 
timeworn and evasive admonition, 
“"Wait until your cataracts are ripe,” 
has been so widely and extensively 
accepted tliat it is not at all unusual to 
see patients with glaucoma, optic 
atrophy and retinal vascular disease 
who have waited placidly, ignorantly 
and patiently until they became entirely 
blind before seeking a physician’s advice 
about their eye troubles. 

It should be generally understood 
that 100 per cent corrected visual acuity 
is obtainable in even* case operated by 
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the intiacapsular suction tedinie with 
out complications, pioviding that the 
parts of the visual appaiatus other than 
the lens are noimal However, since m 
tnanj cases ocular structures otliei than 
the ciystalline lens have undcigone 
pathologic changes, noinial visual aen 
ity IS not alw aj s to be evpected Statis 
tics regarding usual lesults aie there 
fore of little value unless accompanied 
bj extensive and modifying pathologic 
deseiiptions 

Statistics from caiefullj hept leeords 


of a laige senes of suction opeiations 
show that the suction opei ation is liighh 
successful peimittmg intracapsiilai ex 
ti action in ovei 95 per cent of the cases 
in which it IS attempted Vitieom loss 
is not a common oi serious complication 
On the combined basis of complete 
remoial of the cataiact minima! com 
plications, and best possible usual re 
suits, the conclusion is reached that tlie 
suction opei ation stands out among 
the best smgieal technics for lemoval 
of cataracts 
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Biological Scrotal Flaps—A New Approach 

J. F. S. ESSER 

/ MONACO 


I DESIGNATE as biological flaps 
those wliicli have, and retain, a pedi¬ 
cle containing veins, Ijnnpliatics, 
arteries, and nerves; and, if possible, 
sensory and motor sympathetic neive 
elements. All such elements normally 
accompany the arteries, the presence of 
which can be ascertained by palpation. 

These vascular elements must not be 
dissected out, but must be left in siiu pro¬ 
tected by a layer of connective tissue in 
order not to expose them and not to di¬ 
vide the vascular branches near the mam 
vessels, thus avoiding clotting of the 
main vessels by dividing the principal 
stems. The pedicle is never cut through 
and henceforth effects new innervation 
and new circulation of the area, espe¬ 
cially in cases of devitalized ulcers. 

These biological pedicles should be 
used wherever "possible in regions where 
main vessels arc to be found, and the in¬ 
clusion of skin avoided in the pedicle.'; 
wherever possible or 2 )ractichble, be¬ 
cause the skin contains onff capillai ies 
which are shut off by the torsion. 

Tims Dieffenljach’s rule to insure the 
life of a flap by retaining a large skin 
pedicle is in error: it is not the skin tis¬ 
sues. but the loose subderraal stnictures 
which contain the essential vascular and 
ncurolocic elements for successful tlau^- 
])lantation. Another nile of Dieffen- 
bach’s is also incorrect: namely, to cut 
aiiv visible artery in the pedicle in order 
to ‘avoid a plethora which might cause 
necrosis of the flap: plethora occurs only 
when the veiiK and lymphatics fail to 
drain the excess blood. Iraiph. and toxins 
produced by cell dissimilation. 

•T S. Davis, in his book tlfllfl). advo¬ 


cated Dieffenbach’s principles. Recent¬ 
ly, however, he has stated that Gersuny 
and Dunham have used “island flaps” (a 
particular kind of biological flaps which 
I introduced). This is incorrect. Ger¬ 
suny did not use the term “island flap,” 
neither did he suggest that the pedicle 
should contain the principal vessels and 
nerves. In the only case he reported he 
used a pedicle without skin and contain¬ 
ing no main vessel or nerves. As a re¬ 
sult, the flap became partly necrotic. 

In the one case rejiorted by Dunham 
the pedicle did contain a principal ar¬ 
tery, but he did not lay doAvn the com¬ 
plete set of principles of “biological 
flaps” as devised and described by mo 
for general use. Dunham cut the artery 
by dividing the flap pedicle, whereas I 
have pointed out that in biolof/i(n} flaps 
the vascular and nerve sfiuciures must 
never he disturbed. 

^ During my sojourn in the United 
States I was consuit(*d concerning a 52 
year old jjatienl of Drs. (’lenamt L. Mar¬ 
tin and .Joseph (’. Sebaefer, Chicago. 
The patient .suffered from ulc(*rs of the 
perineum resulting I’rom x-ray burns. 
The ulcers had ])ej‘sist(*d d(*s])ite at¬ 
tempts over a long jjeriod of years to 
heal them. 

Histologic stnili(*s of excised 2)ortions 
ot the.se ulcers showed, b(‘siiles liyper- 
pla.slic elements, no indications of the 
existence of carcinoma or tuberculous 
changes. 

I)i. Martin, who has had widi* (*xperi- 
ence ;is a j iroctologist, first at the Mayo 
( hide and later at I.oyola Uni\'(*rsity, 
wa- first consulted. He and Dr. Schaefer 
Used a long buttock flap with a large 
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pedicle, fixed posterioi-ly to tlie amis, 
over tbe entire surface of the perineum 
after the ulcerous skin vas excised. 
Though the operation was technically 
perfect, it was not successful in this ease, 
because only biological flaps insure con¬ 
stant results in the case of x-ray and 
radium burns. 



Fig. 1. The ulcers. 


After the iilceious surface on the 
perineal wouiicl was oxeisotl, a biological 
scrotal Hap was applied. (Biological 
bcrotal Haps should be used for cases 
such as that described or for tlie rectum, 
passing it under the sphincter in the lat¬ 
ter case. This conserves the anterior 
and lateral supply for use on the penis, 
thigh, and lower abdomen.) In the case 
described the veins and the posterior 
scrotal artery, being branches of the 
pudeiula interna, and the posterior scro¬ 
tal nerves were cut; some other branches 
of tlie perineal neiwes and sympathetic 
nerve branches from the plexus pu- 
dendus Avere conserved. For the most 
part the me<lial liomorrhoidal nerves 
must be sacrificed. 

The vessel and nerve elements should 


ica 

be carefully dissected and protected, and 
the incisions should be made so that only 
those elements that it is necessaiy to 
sacrifice will be cut. 

The dorsal part of the scrotum was 
fixed by using metal sutures on the de¬ 
vitalized x-ray wound; an adhesive strip 
over the raphe and sacrum Avas the only 
means used to keep the skin dry. After 
three days the nervous patient tore off 
the adhesh'e strap, beginning this de¬ 
tachment from the sacrum. The scrotum 
had to be replaced ou the Avouiid and 
fixed with a iieAv set of sutures. Natur¬ 
ally the prognosis Avas now AA'orse, since 
healing pet secundum seemed inevitable. 
Nevertheless, an efficient healing took 
place. 



Fig. 2 The he.nlecl result 


This case inteiested mo because it 
proA'ed the A'alne of the biological llaj) in 
such tlesperato cas(*s. Tissues necrosed 
by x-ray typically lack vitality, tlio cajiil- 
laries are obliterated, and eventually Iio- 
come cancerous. These biological Haps 
have such Aitalizing poAvers tiiat they 
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insure not only tlieir own nourisliment 
and drainage in cases where the wound 
is incapable of support, but also inner¬ 
vate the wound tissues, clearing them of 
toxins and other poisonous excretions by 
means of powerful drainage. 

In these cases the flap is usually at¬ 
tached with only a few metal sutures. Iii 
cases where there is danger of contami¬ 
nation by body secretions (in the region 
of the vagina, anus, eye, nose, ear, etc.), 
metal sutures are most desirable, since 
they are moisture proof, and possess, 
by reason of electrolytic Pi'opei’tif > « 
slVhtlv disinfectant action. They hold 
firinly 'foi' a long time. Silver, bronze, 
aluminum, steel, cojiper, or brass do 
equally well. All other sutures which nro 
not moisture proof cut through m the 
long run, even without the least tension. 

As drainage along the flap continues, 
it o-raduallv attaches itself to the wound 
and sio^lyrcvivifics ll.o avoa. Tl.c 
pathetic nerves may play a i ole in t ns 

The ^pedicle of the original buttock 
flap, wis replaced, but its useless end 
Js purposely left postermr to the anus. 
This\vas done because it is important to 
maintain the patient's appreciation of 
his former surgical treatment, and sui 
gery in general. 

SL'MMAUV 

The author lists the requirements of 
true biological Haps which he introduced 
into plastic surgery. A pedicle which 
contains veins, lymphatics, arteries, 
nerves and. if possible, sensoiy and mo¬ 
tor cvmpnthetic nerve elements, should 
Pe the aim. The pedicle is never cut 
throinrh and continues to efleet inner¬ 


vation of the area. He describes a case 
in which ulcers of the perineum resulting 
from x-ray burns wei'e unsuccessfully 
treated by various methods, but which 
yielded satisfactory results (complete 
healing) when a biological scrotal flap 
was used. 

COLG.V.TOS ESCKOT.VLES BIOLOC.ICOS 
SUIMAKIO 

El autor enumcra los requisitos de los 
colgajos biologicos verdaderos los cuales 
el introduce en cirugia j'lhistica. Un pedi- 
culo que contiene venas, iinfaticos, arte- 
rias, nervios y si es posiblc, elementos 
nerviosos sensorios y motores del sim- 
piitico, lo que debe ser el proposito. El 
pediculo nunca se debe de cortar a travez 
y eontinua inervando el area. El describe 
un caso en el ciial ulceras del perineo re- 
sultaron por quemadiiras de rayos-x, que 
fueron tratadas sin resultado por varios 
metodos, pero que tuvo resultados satis- 
factorios (eicatrizacion completa) cu- 
audo un colgajo biologico escrotal fue 
usado. 


RESUME 

L’auteur enumere les desiderata pour 
les lambeaux biologiques qu’il a intro- 
duit dans la technique de la chirurgie 
plastique. Le lambeau doit renfermer 
des veines, des lymphatiques, des ar- 
teres, des nerfs ot quand cola est possible, 
des elements inoteurs et sensitifs du 
sympathique. Le pediculo n’est jamai.s 
coupe et eontinuo a innerver la region. 11 
decrit un cas de brulure du perineo traite 
sans succes par diffth-entes inethodos 
mais que donna un resultat satisfaisant 
(guerison complete) apres I’emploi d’un 
lambeau biologi(|ue scrotal. 


rnited States Chapter. Tnternationai (’olleyo of Surgeon.*' .Meeting, Denver, 
Colorado. July lo-Jnly IS. Ifavi* \ou made \our re.<(*rvations? 




Embolism of The Femoral Artery—A Case Report 


LYMAN ^VEEKS CROSSMAN, MD,FACS,FICS 
and 

\'INCENT HURLEY, M D, F R C S (Eng ) 

NEW YORK CITY 


N W, a 56 } eni old lute female, w as 
admitted to City Hospital, New 
' York, on \ 28 41 complaining of 
shoitiiess of bieatli and proeordial pain 
of one month’s duiatioii Foi 8 jcais 
prciious to admission she had noted pie 
coidial pain, snelliiig of the aiiUes and 
djspnea on effoit, these symiitoins ncie 
lelieied b\ lost until one month befoie 
admission Deafness had been piesent 
foi the past scion jeais 
Physical o\aminatioii showed a pooily 
iioniisliod fciinlo, looking much oldei 
than liei stated age, in no appaient dis 
ticss Theie was old bilntoml cliioiiic 
middle ear disease with a peifoiatioii of 
the left tjmpame meinbiane, the teeth 
n Cl e pool Thei e n ere some moist rales 
at the base of both lungs Esaniination 
of the lieait leicnled the presence of a 
systolic built nliieb was tiansmittcd to 
the left axilla, the liioi edge "as palpa 
ble 1 belo" the costal niaigin The 
peiiphcial aitenes noio maihedly sclei 
otic, there "as niodoiatc edema of the 
fed and legs The temiieintme "as 
100 2°, the pulse "as 76, lespiiation 20, 
the blood piessiire 14G CO, the Blood 
UasstiM-'iiu negatin The Hood 
siigai losing |ni 100 cc, flio NP\ "as 
28 The in me (.oiitaiiied a small nnioiint 
of albumin On \ i a^ and Hem oseopx of 
the chest, cnlaigimerit of the beait, pai 
fieul.uh of the lift Miitiicle, "as notnl 
"itb c ilcihcation of the aoitn, tin E C G 
slioweil auiicular fibiillation "itli a Mil 
triciil ir rate of 70 Tiie lenoiis pussnie 
"as 12 tin and the cirtiilation limt 
(1 oleliiie) \ as l> sceonds 


Diagnosis Aiteiio scleiotio lieait dis 
ease with anrieular fibrillation, genei 
allied mteiiosclcrosK, cbiome otitis 
media 

Couise The tcmpeiatuie ranged 
around 100° until the fonitli dai "hen it 
1 ose to 102 6° At tins time then "as 
some e\ideiiee of bioiiebopntnnioma and 
sulfafhiazol was admimsteied On 2 5 
41 (9 da\s aftei inteiiiig tlit hospital) 
the patient expeiieiicod a sudden seieie 
pain m the i ight foot and calf Exam n i 
tioii sboned tint the foot and lowei b ilf 
of the light leg "cic pale and cold No 
pulsation could be felt in th< doisahs 
ptdis, the posteiioi tibial and tin popl 
teal aituies. in the hmoial aitin pul 
safimi "ns noted as tai distalK as the 
middle of the fhigli The ostill igiaidi 
showed no pulsation at the hnd of the 
ankle and the middle of the call Then, 
ins some slight oscillation pist hi Ion 
the knee A diagnosis of einlKihsin of the 
light poplitial aitiii "as mad 

Papaitiino imm ailmii isteiid int’a 
Miiousli, tilt hg and foot "tii siir 
rounded «ifh iineoitiod ice I a -s and an 
eiuleaioi was maih to m'iiitain a ^kiii 
tiinpeiatuie of li C Hipiiin "as 
giieiibi coiitimi ii« i''ti.i\eii ais infiisi ii 
and nliisky "nsf.iMiiei ri tlrielmi-s 
hi mouth This f I Ui'ii n* " IS "o timnd 
toi 1(> daxs during "Inch tinn tl' t"" 
piiatme laiied lefwfeii KK) a'd 102 
r The foot clmn ' d sliplitK m coloi — 
a slight degito nl t aiiosis ami edinia 
being ineseiif The ! lie" leg Innnir 
became difimteh ili'iige’ 1 %1 

there "as a Mi''f.es!ien 
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marcation about the micl-calf. The pa¬ 
tient was now apparently suffering from 
considerable pain; she was disoriented 
and very restless consequently it was 
decided to amputate the extremity. 


Tlie level of amputation was decided 
upon and three ice bags ivere placed 
around the middle of the thigh for 15 
minutes. A pure gum rubber tourniquet 
about 1 cm. in diameter was placed on 
the mid-thigh and the limb from 2 inches 
proximal to the tourniquet packed in 
chopped ice. Two hours later in the 
operating room the ice was removed, the 
skin wiped, painted and draped. A skin 
incision was made circularly at the level 
of the lower margin of the patella and 
all the soft tissues were divided at this 
level. The knee joint was entered and 
its capsule and ligaments divided so that 
the leg could be removed from the held 
of operation. The patella was dissected 
■ out of the quadriceps tendon, being ap¬ 
proached posteriorly. 

The soft tissues were now retracted 
anteriorly and laterally and cleared from 
the shaft of the femur to a distance of 
two inches above the condyles. The 
posterior separation was done leaving 
the attachments of the gastrocnemius, 
popliteus and plantaris muscles on the 
lower end of the femur. Tlie periosteum 
was now divided and the femur sawed 
through. The main vessels were found 
to be completely occluded. In tlie artery 
it seemed that the occlusion was due to 
the thrombosis which occurs distal to an 
embolus. The artery was slit up for a 
distance of 4 inches and was found com- 
pletelv blocked. Tlie main vessels were 
ransfixed and ligated. The tourniquet 
vas now released and other bleeding 
points secured by transfixion iiption 
The deep fascia was now approximated 
hv a row of interrupted future^ of fine 
hinck =ilk: the skin was similarly close. 


black silk. No drainage was used. 

The postoperative course was un¬ 
eventful, the patient was immediately 
relieved of pain and became quite ra¬ 
tional. Healing occurred by primary 
union. The marked improvement in the 
patient’s general condition has persisted 
to date. 

Examination of the amputated limb 
showed that the main vessels were mark¬ 
edly sclerotic and thrombosed through¬ 
out. There was no frank gangrene but 
the tissues of the lower calf were dark 
and the muscles had a dark ‘cooked’ 
appearance. 

Commeni: Here was the typical case 
seen in hospital practice—a middle-aged 
person with heart-disease, auricular fib¬ 
rillation, arterio-sclerosis and peripheral 
embolism. The usual course is a short 
period of improvement, then gangrene 
with intoxication and progressive deteri¬ 
oration. The classic denouement is a hur¬ 
ried guillotine amputation under general 
anesthesia followed by shock, infection 
and death. 

This case is ^being reported for two 
reasons. Firstly the method used to ob¬ 
tain anesthesia seems to be especially 
appropriate for severely handicapped 
patients as there appears to be a com¬ 
plete absence of shock. Excellent anes- 
the.sia of an hour’s duration is produced 
so that the operation can be carried out 
with the deliberation and attention to 
detail involved in silk-technie. In the 
second place though the attempt to save 
the limb by the use of low temperature 
locally ended in failure it is interesting 
to note that gross gangrene did not de¬ 
velop tliough the main vessels were com¬ 
pletely blocked for sixteen days. It was 
further noted that for foui’teen days the 
patient complained of no pain. However 
it wa^ ultimately necessary to resort to 
amputation, because of pain and intox- 
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SUMMAKy 

A case of embolism of tbe femoral 
artery is reported. Tliougli the main ves¬ 
sels were shown to be completely blocked 
throughout, gangrene did not supenmne 
in sixteen days of local low temperature. 
Excellent local anesthesia was induced 
by the application of ice and a tourniquet 
for two hours. 

suinvRio 

Tin caso de embolismo de la artoria 
femoral es reportado. Aunque los vasos 
principales estaban ocliudns por coni- 


pleto, gangrena no tuvo lugar en 16 dias 
de temperatura local baja. Excelente 
anestesia fue inducida por la aplicacion 
de hielo y un torniquete por dos boras. 

RESUIUE 

L’autenr rapporte un cas d’embolie de 
I’artere femorale. Quoique les principanx 
vaisseaux eussent ete obliteres la gan¬ 
grene ne survint pas apres seize jours de 
basse temperature locale. Une exeellento 
anestliesie locale fut obtenue par 1 ’appli¬ 
cation de glace et d’un tourniquet pour 
deux lieures. 


AMEEICAN FLYIN-g SBRnCES FOUNDATION, INC. 

The American Flying Services Foundation, chartered under the laws 
of the State of New York as a non-profit organization early in Ifill, has 
placed many young men in the Air Corps of the Army and NaiT who 
would otherwise, because of physical defects, never have had that 
opportunity. 

The regular report of the Medical Division of the Foundation, cover¬ 
ing activities for tlie three weeks March IG-April 4, shows that twenty- 
five medical, seventeen surgical, fourteen dental, and ninety-six ambula- 
toiy cases were referred to the Foundation by the Army and Nary 
Examining Boards. Seven of these patients were still in the hospital 
April 8. 

These cases represent physical defects which if cleared up would 
permit the applicants to apply for reexamination in the Air Corp,s. 
Further figures show that twelve ymimg men, after receiving medical, 
surgical and dental care by prominent physicians whose services were 
arranged by the Foundation, were made ready for reexamination. 
Eleven men were sent to hospitals for such care as was necessary; they 
were treated by participating physicians and surgeons. 

After they had been eared for by the Medical Division of the 
Formdation, six applicants from the State of New York were re¬ 
examined and accepted by the Anny Air Corps and four by the Xa3y 
Air Corps. 



Herman De Las Casas 


O NE of the most zealous and Avliole- 
liearted contributors to promot¬ 
ing the scope and infinence of the 
Liternational College of Surgeons is 
Doctor Herman de Las Casas of 
Caracas, Venezuela. He has served as 
Honorary National President and Re¬ 
gent, International Vice President, 
Chairman of the Committee of Ex¬ 
change, and Associate Editor of the 
Journal. From the very beginning of 
his affiliation, the enthusiasm ■which dis¬ 
tinguishes Doctor do Las Casas in all his 
activities has characterized his efforts 
in behalf of the College. 

The record of his achievements in the 
practice and teaching of surgery, and 
the contributions he has made to surgi¬ 
cal progress, mark Doctor de Las Casas 
as one of the deservedly eminent men of 

his time. . 

Like a silver thread through the his¬ 
tory of the Latin Americas nins the de 
Las Casas name. For centuries the fam¬ 
ily -was honored in France; names of 
later members illuminated the scroll of 
Spanish history. In the New V'orld the 
family vas founded with the advent of 
two brothers who arrived with Colum¬ 
bus; one, Bartolomeo, became a priest 
so beloved that he was known as the 
“Father of the Indians”; the other, 
Mariano, settled in Venezuela to estab- 
11*511 the do Las Casas family there. 

In Caracas, in If01, Herman de Las 
Casas was born. Early he manifested 
the brilliant gifts which were later to 
mark his entire career. It would seem 
a*: thomdi the qualities that had distiii- 
cniiHied his ancestors converged in iiim, 
eudowin'g the lad with talents of an 

unusually high order. 

He wa< .‘•eut first to a I rench ( athnhc 
sebeol, and the jirecocity with whicli lie 


mastered the texts there marked his 
progress through secondary schools, 
special courses, and the like, until he 
was graduated from the University of 
Caracas with high honors in medicine. 
His was the singular accomplishment 
of winning first place in both competi¬ 
tive examinations for internships in 
Jledicine and in Surgery. 



From tlie outset d(* Las Casas sliowed 
con>picuou.s skill in the iiractice of gen¬ 
eral surgery. IIc' was first associated 
with Ilo^jiita' \'argas and later witli tlie 
Ke<l Cnis'- III s})ital, after whicli he be¬ 
came a inenilaT of the Faculty of Pari.s 
aini Hesid'-nt Surgeon of the Franeo- 
Am.-rican Hovi)ital of Berck, France, 
hioni tlii-' [joint in his career, promo- 
tioit'- ra[)idly j'nllowei' achievements: 


in 
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tlie leaeli ot the actiMties of Doctoi de 
Las Casas bioaclened until lie became 
Fonndei and Chief Suigeon of the De 
paitmeiit of Tiaiimatie and Orthopedic 
Snigeiy, Hospital Vaigas, and Chief 
Tiaiimatologist, Ministiy of Public 
Works 

As a piofesBoi of physiology and 
siiigical pathology, Doctoi de Las Casas 
has held important posts He founded 
special couises in the Scliool of Medi¬ 
cine of the University' of Caiacas Much 
of the fame of the School is diicctly 
attiibntable to liis indefatigable labois 
111 promoting study and leseaich 

The niimeions yiositions that Doctor 
de Las Casas has held in educational, 
CIVIC and national organizations attest 
lus iiiimanitariamsm and bespeak his in 
tensne effoits to fuithei those societies 
that advance science, tend tovaid gen- 
eial euligliteniuont, and piomote huiiian 
Molfaie Ho has been actue as a mem 
her of the Council of the Faculty’ of 
Medicine, a menibei of Diieetive Boaid 
of Hospitals, Diieotoi of School of Med 
icine (Uniioisity’), Direotoi of Hospital 
Vaigas, Co foundei of the Institute of 
E\poiiinontal Suigoiy, Co foundei of 
the Depaitment of Aiiatoniio Tcclmic, 
Hepieseiitative of the Ministi'y of Bdii 
cation of the Boaid of National School 


foi Nuises, Piesident of the Commission 
on Admission, Cential Uniieisity. 

Among the posts Doctoi de Las Casas 
IS now ably filling are those of Doan of 
the Faculty of Medicine and Professoi 
of Tiaumatology and Oithopedics of 
the Unireisity 

It IS said also that it w as de Las Casas 
ot Venezuela w ho founded all that exists 
in orthopedic suigeiy in lus counti’y and 
it was he who staited suigical ciiieina- 
togiaphv theie 

Doctoi de Las Casas is a piolifie 
w 1 itci and has made many \ aluable con 
tributions to medical annals His con 
tiibntions to the liteiatuie of siiigeiy 
aie mimeions His foithconnng book, 
Tieatise 0» Genet al Swgical Paiholo<pi 
is awaited with much inteiest by col 
leagues in various paits of the woild 

Those who have been foitunate 
enough to have come into contact with 
this noted Icadei fiom oiii neighboiing 
country aie well awaie of the Mtah/iiig 
personahty of the man and the qualities 
of beait and mind that make him a 
valued friend and a leadoi in Ins pio- 
fession It IS not ovei statement to say 
that Ills achievements belong not onlv 
to 0111 own day but also to the golden 
heiitage of those who are to come 
after us 


BRAZILIAN CTIAPTKR 

The Biaziliaii Chajitii ol the Intumilwnttl C ollt f/{ o/ 
Suxjivns has been loimOid iiiidei tin hadii^hip ot 
Doctois Joigi De Gomea and Oswahio Campos ol Rin 
de .1 alien o 

Details ot oiriiiis elutid, eti , will appeal in the next 
Issue 
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IN MEMORIAM 


MANUEL CORACHAN-GARCIA (1880-1942) 


rczcddn ante !as dificultade', como ante el 
/ triunfo, da la medida de Jos hombres. 

La juventud dc Corachan tue difid! :haliria 
amargado—o hecho ahandonar la panida—a otro dc 
menos temple. Mas tarde, el triunfo fuc rotundo. 
sin lograr ernmnecedo, ni haccde j'crder su senrillez; 
Corachan fue un eiempio vi%icnte, cuya mutrtc 
constituye una perdida para Etpana. para \'crezuc!a. 
i para el Mundo. 

Xacid en Valencia en ISfO. Era hijo de un fiarbero 
i, no contando con medios de fortur.a. habo de 
ahrazar la misma profesion. Pero no podia c'tancarse 
aiiirlos que lo conocimo.t no podemos imazinamoslo 
sino siempre emprendiendo alco, en un f-crenne afan 
de perfeccion. Xo cor.taha con ios medios m.aterialcs 
ni con la instruedon prelim.inar: no se arredro por 
esto, i trabaio de barbero a la ;ar que biro ■■ns 
estudios. A pesar de locas las dincultades, a los 21 
anos redbio el nrado de Licenciaco cn Medidna, en 
la Unhersidad de Barcelona, i poco dc spues se 
doctoro en ifadricL 

Los comienzos de su carrera fueron difidk': 
Cstaluna contaba con una pleyade it drujanos cis- 
lincuidos Paso a pa^o. Crrachan fuc c-locando^c 
cn'ptdmera fila. Sucesic-amen'e cand por C<ncur«o 
los carccs de Acyunto en Ciruda i Jefe de Scnic-.o, 
en el Hospital de la Santa C^z de BarceP.na. 

En 1°32. cor.^tifdda la Uni-.er''dad .nutfmr.—.a d" 
Cataluna por el adverJmiento it la Rcpubiica E'pa- 
nob, el Patronato de ja Un:-.crs:dad corr-6 =:u 
carrera. el-'dcnd^'o Protes'-r de C. m.’ca Qn-rurmca- 
D aprecto er. q-ue lo icr.ian edenas p-utde 
-aznarse p'-r e! hecho de na-er ' do I rcs-ctrtt ccl 
S-nd:c 3 :o Medico La*alan s, '- re 'od-. p-r “n: 
deeden p-ara Predder.te del C-r.ureso .’.fed co en 
Lercua Catalana. 

Su presfldo lo "e-.O a :z-::'T.ti it c ’.err- ur 
-Oj: M-r.:'tro it Sz-'Ati ce la Gererahdad '■ c'. 

Ca->'-e~o Autoro-ro^ratali- I En ;a’^ care. ' ' r- 

stimjeren -ur^ z-nzy. \t--ru''a _■ 
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Manuel Corachan*Garda (1880-1942) 


hospUal, !o que constitma para nosotros un honor, 
a la vez que la ocaston de aprovechar su enseiianza 
Pues bien, cuando se trataha de opcraciones de 
cirujta osea Corachan—Maestro en esta como en 
todas las ramas de la cirujia—insistia en actuar de 
ajoidantc, sm que de nada valieran nuestros ruegos 
i empeho Amenudo pasaba largas horas a la ca- 
becera de un enfermo operado por el o no, ejercien 
do funcjones de simple practicante 
La Obra escnta de Corachan esta. en su major 
parte, dtspersa en revtstas cientificas de todas partes 
El resto lo constituyen sus bien conocidos tratados 
sobre ‘Cirujija de Urgencia’ i ‘ Cirujia festnca” 
Desgraciadamente, la insistencta de su famiha lo 
hizo regresar a Espana, donde fallecio tras \iolenta 
enfermedad 

El Instituto de Cirujia Experimental, la Facidtad 
de Medicma de Caracas i la Univcrsidad Central de 
Venezuela decretaron Duelo Oficial por et Ilustre 
Desaparecido La primera de esas Instituciones tea 
Iizara en breve un Homenaje su memonx En a el 
cual se adjudicara el “Premio Corachan ” 

Estc premio, creado por el Maestro antes de su 
partida de Caracas esta destinado a recompensar 
la mejor tesis de doctorado de indole experimental 
rcahzada en el Instituto de Cirujia Experimental 
Consiste en una suma de dmero, un Diploma i la 
publicacion del trabajo 

Corachan lo institujo per h duracion dc su Mda, 


1 sera continuado por un grupo de sus amigos i 
dtscipufos 

El Colegio Internacional de Ciru;anos dcseoso de 
contribuir al Homenaje a quien lue su Regente en 
Espaha se propone publicar el trabajo premiado 
de Las Casas 


In line with the abote the Board of Trustees of 
the International College of Surgeons, at a recent 
meeting has passed the following resolution 
"U'HEREAS, the saddening news has reached 
our shores that our loyal National Regent in Surger> 
Prof ifanucl Corachan of the Faculty of ^fedlCl^e 
of the University of Barcelona in Spain has met 
with an untimely death and 

IVHEREAS, it IS the tradition of the International 
College of Surgeons to appreciate the endeavors ot 
their CO workers during their life time and remem¬ 
ber them posthumously 

'BE IT RESOLl'ED that the International Col¬ 
lege of Surgeons establisli a Manuel Corachan 
Metnonal Oration vt Surgery to be presented at 
every International Assembly wherever such be held 
and that a committee be appointed bj the Inter¬ 
national President to work out the details pertaining 
to such annual memorial oration ’ 

UiiOMimoifiiv earned 


It IS with sorrow that we announce the 
death of our Honorary Counsel, MR 
MORRIS SIMON, of Washington, D C , on 
April 24, 1942 The condolences of The 
International College of Surgeons are here¬ 
with expressed to the bereaved 


IN MEMORIAM 

Dr Raymond Robert Westover, FIGS 
Brooklyn, N Y, January 12,1942 


H 
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U KDEE the auspices and supciTi- 
sion of the Toledo Guild of the 
United States Cliapter of the Inter¬ 
national College of Surgeons, an inten¬ 
sive course of lectures and caflaver work 
on basic and surgical anatomy, gross and 
microscopical pathology’ and post mor¬ 
tem demonstration was jn-ovided from 
March 22nd to March 29th, 1942, in St. 
Vincent’s Hospital, Toledo, Ohio, con¬ 
ducted under the dij-ection of Doctors 
Douglass, Hohly, Eamsey ami Assoei- 


tiles. 

M’'e congi-atulate the Toledo Guild of 
the United States Chapter for this in¬ 
structive and constructive course, the 
first of its kind inaugurated under the 
leadership of the Chairman of the Board 
of Governors, in fulfillment of the educa¬ 
tional program and itledcred activities of 

the College. , , „ . 

The memhors who attended this couisc 

have brought us glowing accounts of the 
interest, knowledge and practical help 
which they received. This course was at¬ 
tended bv one member of tlie Interna¬ 
tional College who has been doing active 
surgerv for fifteen year.«. yet travel ed 
from New dersey to Toledo pist lor t iis 
course, and he apprec^iates keen y the 
practical advantages shown by the e.v 
wllent demonstration and able instruc¬ 
tion received. The courso was attended 
hv voung surgeons t mm c ai ions pai s o 
the countrv, <lemonstrating the int<>re.-. 
II; om plan of post irraduate surmcal 

vThavc^ tln-n-fore bemm our educa 

tional prom-am with overy po-ib!.* taeib 


that similar etYorts will be forthcoming 
from all the Guilds throughout the 
country. 

At the Council meeting of the United 
States Chapter and of the International 
College, held in New York City, IMarch 
27-28-2.9, a 'War Council was organized in 
order to place at the disposal of the 
United States Government the educa¬ 
tional resources and activities of our or¬ 
ganization, to the end and imrpose that 
as a medical organization wo render all 
possible assistance to the Government 
and the Armed Forces of the United 
States. Tlie Surgeon Generals of the 
Army and Navy iiave been advised of 
our readiness and willingness to serve, 
and preparations are being made to or¬ 
ganize Avhatever may he of most practical 
value to the Government in the present 
emergency. 

Every effort is being made to enlist the 
interest of the official groups of the Col¬ 
lege; the National, State and Specialty 
Eegents, the Board of Governors and 
Trvsiocs. 

The Journal continues to draw the in¬ 
terest of tlie profession, and iiuiuiries for 
membersiii]) in the College invariably 
follow the ]mblication of (“ach number of 
tile Journal. 

The Credential Committee and Board 
of examiners and Council review forty 
to fifty aj)])lications for memiiersiiip in 
the C<»l!ege at tile bimonthly meetings of 
the Executive Council. 

Contact with the Chapters in the vari¬ 
ous countries of the Latin Americas has 
bei*u maintained. 


imsIDKUlO l!O.M.\.\. .M.O. 
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Nebraska Guild 

Tlie fifth Remi nimual meeting of the Nehraska 
Guild Mas field April IC at St Eliztbelh’s Hos 
pital in Lincoln, under the general chairmansTiip of 
Dr B A Finkle The mciting tvas an exeeptionallj 
intereRting one 

The entiic forenoon Mas gum over to opeiatne 
clinics Dr Andrfi Crotti, of Columhus, Past Presi 
don of the International College of Surgeons, was 
Guest Surgeon and demonstrated goiter surgery and 
operatiie ivork, Dr Crotti Mas assisted I»^ Dr John 
D Briggs, also of the Crotti Clinic Following the 
demonstration, raeinhcis of the Guild operated in the 
fi\( rooms at thiir disposal, m addition, there were 
demonstrations in the two ob'itetrical deliiery rooms 

After luncheon at the Hospital, with the Lincoln 
andiatoa of the College as hosts, then \mu> a round 
table discussion under the chairmanship of Dr F C 
Henry of Omaha, President of the Guild fellows, 
niomhera and associate rneiubiis of the ColUge pn 
seated to the presulmg ofheer unsigned statcineiits 
outlining briefly diagnostic and teclinical pitfalls, and 
1 discussion of these followid 

At 2 PM, in the auditorium of the Nurses’ Home 
under the leadership of Dr H H Eieiott, the oper 
ations of tlu morning session wore discitS'-ed in detail 
Dr George H Louis, Chairman of the Drj Clinic, 
introduced Dr Crotti uho discussed the problims 
presented 

Drs W Aiulrcu Buntcii T F \rcCirth>, T J 
Looims, G E Louis Iv S T Holilca and T 'W 
Thomas also pirticipated 

\ dinner was tench rcl Dis Crotti and Briggs at 
the Cornlmskor Hotel following this Dr Crotti spoke 
on "Rome of the Latest Aspects of the Cancer 
Problcni ” Dr This H Arnold Mas toastmaster 


Colorado Guild 

The ofljccrs of the Colorado Post Graduate Sfiiilv 
Onild havu held sever il meetings during the past two 
months for the purpose of developing the plans for 
the National Assemlily of the United States Clnptcr 
ot the International College of Surgeons to lie held 
m Denver, Jnl) 15 to IS, 1*142 The Colorado Guill 
Mill ict as hosts at that Assembly 


Wyoming Guild 

The ofliiers of tho Wjoming Guild are formnlatiiig 
plans for a micting to be hold in the verv near future 
Details will lie announced, ven prob-iblv, m the next 
issue 


CHAS H ARNOLD M D JAMES C MacGREGOR M D 
Terminal Building Medical Arts Building 

LIVCOLV NEBRASKA CREAT TALES UONTANA 


Montana Guild 

Plans are under way for the Spring Meeting of the 
Montana Guild Tlie program will be announced 
within a short tune 

Florida Guild 

The Florida Post Graduate Stud) Luill held a 
meeting on ilarcb 13, at 8 30 PM, in the Flamingo 
Hotel, Miami Beach Dr Fred H Albce FACS 
PICS, President of the International College of 
Surgeons presented a paper entitled “Hip Joint 
Surgerv “ which was illustrated by colored moving 
pictures and lantern slides Dr Anthonv Jistph Men 
dillo, PACS, FICS, of the Board of Governors, 
tj S Chapter of the International College of Sur 
geons presented a paper on “Gallhladler Surgerv ’ 


Hudson Valley Guild 

The meeting of t)ic IIiirlBon Valiev Guild of tin 
International College of Surgeons took place in the 
auditoniim of the Nurses’ Building &t Francis Hos 
' 10-42 Tilt meeting 

Dr Max M Simon, 
honor 

Dr Bambndge’s talk was titled “The Americas— 
Icstcrday, Todaj, and Tomorrow ’ In a iimning 
iiamtivt, covering from pre Inca ind pro Aztec days 
to the present, be called attention to stmt if th* 
e irlj living habits of our neighbors to the Soyth— 
the safeguarding of their teeth 1a tho Indians the 
siitttssfiil tieiting of malaria bv tie Patu uiun 
Indians, oven before the arrival of Columbus dielarv 
liabits which provided increased iodine mil ealcmni 
and decreased cnokc I f its in I the like 

Dr B uiibrulge thin siuki of t1 1 adminlle vvoik 
of the various Central and hrnith kmoricmi ( liajiters 
of the Iiittiintinml folhge of Siirgnns lit sail 
that the Coihge m an ideil to bt rtiilirnl bv louitrn 
tion of tlu wirgenna of tin vvnri! It nil only sets 
high standanls hut is tver rndv tr 1 iid i helping 
hand to those who woul I climb to lughir things 

Turning to the nnm thmii Dr Bainbnlgi said 
tint since his arrival Unit from Iuh oIHcial niissinn 
for the Government, lu h ul lic< n inosl iiixiniis tint 
the jeople in the North si oiill reibzo more fiillr the 
greatness of nmnv of the institutions nf harning to 
le found in the Republics south of thi Bin (,rnndf, 
their wonderful centtrs of res*artli and tic remark 
iWe jirogress that is gradniDi but stei hJy Uing 
m ide 

The need for sincere continuation of our C.ool 
Neighbor Policv now, and in the peace to come, w is 
larticularlr strcvstd Dr Bnnbrilge wimel against 
lareless criticism bj ofTlcials and ollnrs in Uie va 
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BOOK REVIEWS 


Operative Surgery, including Anesthesia, Pre and 
Postoperative Treatment Principles of Surgical 
Technic, Blood Transfusion and Abdominal 
Surgery Frederic Bancroft Editor, vix, 
1102 pp Illus (some col) $10 B Appleton 
Centurj Co, Inc, New lork London, 1941 

T his is an excellent xolumc and should find its 
way to the shelves of surgeon and student 
alike The men who have contributed to the 
work are outstanding each an authoritv m his 
chosen field The illustrations are generallv fine, 
though in the section on the surgery of the month, 
figure 1 on p 309 omits some important anatomical 
landmarks 

The chapters on anesthesia are excellent, that by 
Harrj J Shields being particularlv so The stress 
ing of explosion hazards in the use of the newer 
gasses ns anesthetics as being the surgeon re 
sponsibility is n point well taken The pharma 
cologv of anesthetic agents has been handled in a 
practical and understandable manner 
It would seem that the Lindeman method of 
blood transfusion is somewhat too old to have so 
much space devoted to it (pp 211 215) The sec 
tion b^ Jean M Stevenson and Mont B Beid on 
fundamental principles of surgical technique is 
excellent, stressing as it does detailed descriptions 
Section 6 on the Surgerr of the Esophagus bv 
John II Garlock is thorough and contains much 
worthwhile material It is to be regretted that he 
concludes with gastrostomv and gives Spivack 
credit for this operation The literature tells a 
different storv In the first place, the tube lo gas 
trostomv which is described m this chapter was 
developed bv Bepage' m 1901, and indcnendcntlv 
by Janeway in 1913—thus Spuack had nothing 
to do with this part of the operation The combinn 
tion principle was worked out bv Watsiidji* in 
1899, therefore all the work on the principles of 
the operation had alrcadv bovii established bv the 
time bpivack was licard from in 1929 Under these 
circumstances to give credit to Spivack, and ignore 
the juonvers who worked out the operation, is 
hardlv just This reviewer hopes that in justice to 
the men who labored in enriching surgical technique 
this error will be corrected in forthcoming editions 
There seems to be no valid reason for repeating 
the subject of subphrenic ab«ce«sea One finds 
the«o described both m Sections 8 and 13 under 
different headings Not onh is the subject taken 
up twice, but t! t same drawings are reproduced 
Section 20, bv \nthonv Basslcr, dealing with 
diets in abdominal conditions in pitients who have 
undergone several operations is excellent There 
is a bibliographv after each section exetpt that on 
jejunal ulcer bv Damon B Pfeiffer and Edward 
M Kent (pp 64“ 6jo) 

Outside of the suggested imjrovcments vvliieh 
undoubtedlv will be effected in future elitions, 
this rcvitwor foils that thi< i** an outstan ling work 


full of excellent material Perusal and studj of 
Operative Surgery will be of great value to the 
general surgeon, even to the specialist, and the 
volume 18 unreservedlj recommended to all inter 
eated in surgerj 

M T 


1 Depage Nouveau procede pour ta gastrostom e J 
eh r eC Annal Soc 1 cige Cbtr 1 71S 1901 

2 Janenay H H Eine neue Castrostom e Methode 
Muenci Med VSehnsehr 60 1705 1913 

J Watsudn H Erne Combmierte Anwendung des Hacken 
uf»d Fontan schen Versahrens bei der Castrostomie (Jai 
ten) Mitl d med Cesellsch zu Tokjo 13 879 J89J 


Abdominal Surgery of Infancy and Childhood W m 
E Ladd and Bobert E Gross 455 pp 268 Illus 
$10 W B Saunders Co, Philadelphia and Lon 
don—3941 

T his is one of the outstanding contributions 
to tile subject Emphasis is laid on the fact 
that comparatively little distinction has been 
guen to the treatment of surgical disease of the 
child as compared with that of the adult It was 
sad experience with high mortjlitv rates m the 
vounger group that brought home the fact that 
surgerv jn intancv and chifilLood was different from 
eurgen in the adult The book deals onl} with 
abdominal surgerv and is a portnval of experiences 
which were accumulated bv the surgical staff of the 
authors during tlie past 2 j vears—hence their pro 
cedures and results arc not based on theoretical 
deductions but on what thev have experienced in 
actual practice 

Not onlv 13 operative technic discussed and 
described in detail, pre and postoperative care, as 
well as statistical «tudie3 find an important place 
in the book Manv informative xriv studies are 
found in mo’it chapters Chapter 3, dealing with 
malignancv of the intestine anl colon, is esiecialh 
well doni The book is well illustrate! and, when 
ever possible, photographs were taken at tie on.r 
raphctl 

' with some of the 

wire discussed in 
Chapter 29 Greater emphasis could have been 
placed on high ligation of the sac which wouJl 
have made it unnece3«arv to suture the sac under 
the internal oblique muscle Greater cm[ basis 
could also have lecn laid on tin anatomv of the 
transversalis fascia The technic of siknectomv 
was disappointing No emphasis at all was laid 
upon the importance of the hcnorenal ligament 
This has 3 definite place in the mobilization of the 
Kpleen ami cmphasires the importance of cnibrv 
ologic factors The book os a whoU is cxcillent, 
nuthontative, and stimulating ^ome duv critjcizr 
it as encouraging anpersf^ecialization Such erifi 
rivm does not iteetn ju'fifiable The work would 
make » valuable ' llu J3r»-arv of not oriU the 
practitioner, bu» «tudc * 11 



MEMBERS OF THE INTERNATIONAL COLLEGE OF 
SURGEONS NOW IN THE SERVICE OF THE 
UNITED STATES ARMY AND NAVY 


DR. JESSE WILBERT BOWERS, Fellow, Lt. Colonel 

DR. WALTER CLEVELAND BURKET, Fellow, IMajor 

DR. DONALD CLARK COLLINS, Fclloie, Lt. Colonel 

DR-. HAROLD ALVIN CONRAD, Associnfc, Cajilain 

DR. EVERETT HOIMER DICKINSON, Fellow, Lt. Commander 

DR. PAUL GALLAGHER, Fellow, Lt. Colonel 

DR. LAWRENCE GAIMBERT. Asxociaie, 1st Lientenant 

DR. L. V. GIBSON, Fellote, Lt. Commander 

DR. ALFRED HYRON GLICKMAN. Fellow, Navy J^Iedical Corps 

DR. JOSEPH JIADISON GREER, Fellow, Naval Ho.spital 

DR. JA1\IES L. LAHEY, Axsocialc, Army Medical Corps 

DR. JOHN DANIEL LAMON, Jr.. Fellow. IMajor 

DR. JOHN KENNETH PATTERSON, ^fember, Lt. Commander 

DR. EUGENE EDWIN RIDER, Member, Army Medical Corps 

DR. jriLTON M. ROSENBERG, Fellow. Major 

DR. GEORGE C. SHIVERS, Member, IMajor 

DR. WILLIA3I POLSON SMITH, Fellow, Major 

DR. JUSTIN JOHN STEIN, Fellow, U. S. Naval Hospital 

DR. LLOYD TUOIMAS SUSSEX. Fellow, Jledical Battalion, jMarine Division 

DR. CHARLES EDWIN TOWNE, A.ssocmlc, Captain 

DR. JOHN GERALD TOWNE, Fellow, Bri" General 

DR. CLARENCE AVILLIAAI TREXLER. Fellow, Medical Corps, U. S. Na\T 

DR. JOHN R. VASKO. Felloic, Major 

DR. JOHN E. WYTTENBACH, Meoibcr, Major 

SnpplementarA- lists will be published from time to lime. 

We would appreciate your informing us when you notice 

omi-ssions or misstatement of rank so that the next published 

list will be more complete and aeeurat(' 
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f^n Cholecysiiiis 


1. JcnUnson. E. L.: J* A- M. 
A 107 755 (Stp* 5) 1<)'6 


The intensified flow of thin liver bile produced by Decholin (dcliy- 
drocholic ;icid) encourages' removal cf inspissated accumulations 
from the bile passaffcs and facilitates biliary tract drainage. Subjec¬ 
tive relief usually follows its administration; not infrequently ob¬ 
jective improvement is discernible roentgenologically. 
jenkinson, observing the influence of Decliolin in chronic cholecys¬ 
titis, states: “There was usually a marked improvement of the symp¬ 
toms following medic.al man.igemcnt including dehydrocholic acid 
(Decholin).’'* 


Decholin is contraindicated in complete obstruction of the common 
or hepatic bile duct. 

Biedel - de Haen, Inc, New York, N. Y. 









Remember, every ounce of rubber is now 
precious. Don’t vrasto it. To help you get the 
most use from every pair of gloves v/o have 
prepared an outline of "Do's and Don'ts" 
thatv.'ill make your glove supply last longer. 
For czamplo; Did you know that gloves 
should never be dried in direct sunlight, or 
that gloves should never bo re-issued until 
at least 24 hours after autoclaving? Your 
name on a penny postcard v/ill bring you a 
do:«'n practical, proven suggestions to save 
rubber and money. 
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Salvus S Sutures 


CATGUT sutures and ligatures manufactured by SALVUS are in strict compliance with all cf 
the requirements of the United States Pharmacopoeia. 



Sorfflc* SneeUirttt. Heit^feaylag 
PbototaJcrofnphi eondaiir^lr mdiute ibe ai/Ter«aec u 
iurfte« iRMOtbness bt'wrni a Sidrui tutorc aod that of 
eofflpet)tiv« brand* Obviauttr, d>e tmooib aiiture will sot 
cauM tenoua abratioti- nor will it introduce reiuuoce to 
threadioe or dramos throueb the Furtb«r« the itroc* 

ture of the Silru* eirand ii «o etronglr cobtstre that coti 
IBS, uawmdire aod tbmdioe will not prodoce fra»nc, 
which sot only tzoraira kaoetins power, but alw reducef 
teoaile ilresjeth 

S/i* UafformUx* ileeerofe Goefilep 
Some asturca are ootonoualy erratic is me usifornutr. 
▼aryms greatlr is diameter within the tame strand Tbere 
two waya to gauge and control suture diameters One 
way IS to measure a sample ot each batch, or a of 

each sample The Salvus way is to gauge every iocb of 
erery strand with a precision disl micrometer before sad 
after processing, ruling out all strings not coming wiUtm 
the diameter rettuireoecCs of the United States rbanna* 
copoeia. 

CotiiMtiii 4bsorpflBff AeM 

Although United States Pharmacopoeia designations ere 
now based upon bardaess instead ot absorption tunc, the 
latter factor it nevertheless of considerable concern to the 


conditions 

The perfect suture it one which is free from foreign sulr 
sUQces auj:h as sulphur, mercui^aod iodise, Iihejy to note 


processing Salvus sutures, nor is any otber foreign sub- 
stance used which may be deleterious upon contact with 
tissue or upon absorption. 

Both flexibiiity and pliability detmmne the mampulative 
character of the suture Obviously a suture which is stilf 
or brittle is diScult to handle, ouers TestiUsce to thread* 
tng, and is not capable of forming a soull, tight knot. The 
higb degree of 6exibilitT and pliability of balvut suturet 
snake them markedly supenor to others m this lasorlaat 
regard. 

/asered. CerfMad ffer/iffy 

The Salvus method of closed tube heat atertlizatiOB in 
vacuum makes stenlieation a certainty Under this exclu* 
atve system nothing dtpeadt apoa the persoosf eQuation to 
laboratory techniQae for inserting the nUid. nor when seal* 
log. nor for any other porpose, since the closed tube method 
precludes accidental contanunatioo of the suture while in 
preparation. 

Based on the aimple premise that if a tube it tightly 
plugged with absorbent cotton no bacteria eaa get into it. 
ana that if exposed to suScient heat no bactena can live, 
the sutures first are tightly plugged within the tubes The 
tubes * • . I I •. 

tuidei • ■ 

by tt . II ,1 ■ 

still « I I s ■ * ■ 

plugs ever being removed. 

9oefert«hsleai Coefrot fdtitfMeefhn 

le each batch of tabes subjected to stenluatioB there art 
placed control tubes oontainiDg tpecitpea samples ef catgut 
inoculated with one of the mmt heat resistant st«re*fma* 
lag baettns, known as Bacillus Stearotheraophilus. a he^ 
noahilie baeterta which baa caased great spoilage la the 
catuied food lodostry 

After sleriiiratioa these control tubes are sent to an 
ernineot isdepradent hsctenologiit for cultunng both aero 
bieally and asaerobically aecordiog to well recognised and 
accepted tests. 

Not a single tube is released for shipment uatil the ban- 
tcnoiogist’s report it received indieatiag absolute iterUity 
of the control Each tube—not merely each box ol twelve 
tabes~'bcsrs the bactenolouitt’i control number, which ep- 
pears also on a copy of the bactenologist'a report accompany* 
ing the shipment 

Such coaircl ideatihcation Is a valuable sdjnsct to the 
ease histcMT It is vitally important to both the surgeon 
and the hospital tiuce it providea proof ot sterility 

Oermox Nylon Sefsrai 

are processed from one solid strand, ere oon.C3pillary, have 
no iaterstices or openings to permit the wound to granulate 
into to that upon removal there is little, if any. tearing of 
the tissuea llecommended for plube, skin dosure and 
tension suturing Sizes 3/o to i 

grolfon ffrcfded/ Nyfoa Ssfsrst 
are recommended in place of idk and other soa-absorbahle 
matenala Observations have shows Brailon sunires to 
have the desired dexibility and greater aecunty of knots, 
plus the added advantage that Srailou has shows to prp> 
duce less, if aay, tissue reactioo. Sizes s/o to 3 

SotnpUi and IxSeraUirt pfadfy funmktd «w rrg«/rt 


SslVllS Producls Inc. 

I7$0 Nerfh SprlngRafd Avanua. Chicago, illinott, U. S. A. 
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Now in its fourth printing- 

. . . and still a sales leader! 

MODERN SURGICAL 
TECHNIC 

- by Max Thorek, M.D. - 



R eview after review has pointed out 
the outstanding qualities of 
MODERN SURGICAL TECHNIC. 
And thousands of surgeons all over the 
world have acclaimed its usability by 
making it a "best seller" among medical 
books. It is now in its fourth printing and 
still going strong! 

Every day more and more surgeons find 
it the answer to their needs because it 
contains every standard accepted oper¬ 
ation, Detailed, step-by-step descriptions 
make this work of inestimable value to 
every one interested in surgery . . . the 
student; the general practitioner who is 
called upon to do an occasional opera¬ 
tion; the general surgeon; and the surgi¬ 
cal specialist. 2174 illustrations which 
are outstanding for their perfection aid 
in making every point clear. It is today's 
most "talked-about" surgery! Order your 
set today. 

2045 Pagei • 2174 lllusirafions 

$33 
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General Information 


The Journal of the Inteuiational College of Suigeons ts piiblished biviouihly by 
the Iniernattonal College of Surgeons, founded%n Geneva, Suntzejland, as its of 
ficial Jounial It is a medium of puhlicaiton for repot ts of research, clinical obscr 
vations and experimental ivork tn surgery It seivcs also to acquaint members of 
the International College of Surgeons and all interested in the advancement of 
surgery throughout the world with the activities of the College 


EDITORIAL REQUIREMENTS - The Joumal of 

the Internatioual College of Surgeons does uot 
limit the publication of scientific mateiial in 
the Journal to Members and Fellows of the 
International College of Surgeons Original 
articles of scientific "v alue are invited from all 
surgeons, but they will be accepted only with 
the understanding that they are contributed 
solely to the Journal of the International Col 
lege of Surgeons The Journal is published 
under the supervision of an Editorial Board 
who reserve the right to reject any material 
not suitable for publication The Editors ac 
cept no responsibility for the opinions ex 
pressed bj the contributors Nothing that 
appears m the Joumal may be reprinted, 
either ^hollj or in part, without permission, 
except for scientific reference purposes 

MANUSCRIPTS should be typewritten, double 
spaced, with wide maigins, and one original 
and one carbon copy submitted It is advis 
able that the author keep a carbon copy as 
used manuscripts will not be returned The 
author’s full address, with his title and de 
grees, sliould appear on the manuscript The 
bibliography should follow the style of the 
Quarterly Cumulative Index Medicus of the 
American Medical Association The Joumal 
assumes no responsibility'- for the return of uu 
solicited manusciipts These should be accoiu 
panied by a stamped, self addressed envelope 

ILLUSTR vTiONS —Photograpliic prints should 
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preferably mounted Dramngs and charts 
should be in India ink on white paper In the 
case of roentgenograms the negatives aie pre 
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be indicated and each should be accompanied 
b\ a legend with a corresponding number 


Authors are expected to indicate those points 
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These instructions should be concise and clear 
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This Is an opportunity to spend with your family a delightful. Inspiring outing in cool, 
mlle-hlgh Denver, and really recreate in one of the world's greatest vacatlonlands. 
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There will be three days of scientific papers and one day for hospital operative clinics, 
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For complete information write early to the Denver Convention and Visitors Bureau, 519 
17th street. Denver, Colorado. 









PROSTIGMIN PREVENTS ABDOMINAL DISTENTION AND URINARY RETENTION 


It is a fact that about 75% of the general hospitals on our entire U, S. list are regular 
buyers of Prostigmin. This is due to the widespread acceptance of Prostigmiu Mcthylsul- 
fate among surgeons as an effective preventive of postoperative distention and urinary 
retention. The recommended dosage schedule consists of an intramuscular injection of 
1 cc (1 ampul) of the 1:4000 solution immediately after operation, followed by 5 similar 
1-cc injections at 2-hour intervals. Additional injections may be given if necessary; 
by-effects from the use of Prostigmin in therapeutic doses are conspicuously absent. 
HOFFM.A.\.V-LA ROCHE, INC. • ROCHE PARK • NUTLEY, NEW JERSEY 


vni 




The Journal of the 
International College 
of Surgeons 


Volume I JANtrARY-PEBEUABY 1942 Number 1 


Technical Procedures in Difficult Situations in 
Resections of Duodenal and Gastrojejunal Ulcers 

RUDOLF NISSEN, M.D., F.I.C.S. 

NEW YORK. N. Y. 


I NSUFFICIENCY of the duodenal 
stump is, in spite of technical prog¬ 
ress in gastric surgeiy, one of the 
most frequent causes of death after 
gastrectomy. The danger is increased 
when the duodenum itself is involved in 
the pathological process as in nlccrs 
of the pylorus and duodenum. In these 
oases it is often impossible to effect one 
of the typical methods of invagination 
of the duodenal stump. An atypical pro¬ 
cedure is indicated. The more resection 
becomes the method of choice, the more 
the atypical procedures gain in value 
and importance. This is due to tb" 


that duodenal ulcers are much more 
frequent than those of the stomach. 

Helling,* Devine,** von Biselsberg'' and 
Pinsterer* found a special way of avoid¬ 
ing the difficulties encountered in du¬ 
odenal resections. Their method of 
pyloric exclusion by snhtotal gastrec¬ 
tomy would never have gained the popu¬ 
larity it has today if surgeons, operating 
for ulcer, did not hesitate extending the 
resection as far as the duodenum. Al¬ 
though this is not the proper place to 
discuss all the drawbacks of the exclu-. 
sion method, even with the modification 

rtf T^nnnrftff ® Wnlfsnn nr*/1 "Rr 
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and others who extirpate the mucous 
membrane of the remaining pyloric part, 
future experience will show that the 
number of marginal ulcers will not differ 
essentially from the number of those 
that appear after gastroenterostomy. 
Finsterer" himself admits 4,8% post¬ 
operative mai’ginal ulcers. Besides, in 
spite of that operation perfoi'ations and 
bleeding of the original ulcer occur.’* 
Ogilvie® at first a partisan of the exclu¬ 
sion method published his end-results in 
1938. They were so disappointing that 
he is very frank in condemning this 
operation. However, as long as there 
was no other procedure which is quite 
free of danger, this mode of resection 
could be considered an adequate com¬ 
promise. 

It is surprising that the percentage of 
the soealled “non-resectable” ulcers 
varies with the various surgeons wlio 
reported on their cases. 

jMandl, 1931 5S% of inoperable ulcere' 

Jacobovici, 1932 50% of inoperable ulcers 

Zuckscbwcrdt and ■* 

Eck 19% of inoperable ulcers 

Berger 8% of inoperable ulcers 

Still more interesting is the fact that 
one and the same surgeon has found that 
the percentage of non-resectable ulcei'S 
varies in the course of several years. 

Finsterer Previously 16,6%.now 6% 

Florcken Previously 20,0%.now 10%' 

Euge Previously 80,0%.now 3% 

IVe cannot assume that that remark¬ 
able decrease of “nonresectahle” ulcers 
may have been caused by a constant 
change of the patients treated for ulcer. 
That deci'ease rather leads to the con¬ 
clusion that increasing experience in 
atypical duodenal resections has modi¬ 
fied the conception of “non-resectabil- 
ity.” 

Although surgeons with experience in 
gastrectomy may have developed their 
o'wn method of the atypical duodenal re¬ 
section, there is still a paucity of publi¬ 
cations on this subject. 

After our first publication (1933)^® 


Gohrbandt (1933),’’ Bsteh (1935),’= 
Koch (1935),’®!?. Graham (1936)“ pub¬ 
lished procedures similar to ours. 

MODIFIED CLOSUBB OF THE DUODENUM IX 
EADICAL OPEEATION OF DEEP 
duodenal ULOEBS 

The technical principle of the method 
consists mainly in extensive- mohilwafioii 
of the anterior wall of the dnodemm. 
However, if the anterior wall is contract¬ 
ed by cicatricial scar tissue then the 
method about to be described cannot be 
used. But to be siun real cicatricial con¬ 
tracture of the duodenal wall is remark- 
abty rare; as a rule the contracture is 
merely a simulated one being due to 
peri-duodenal adhesions the sharp or 
blunt dissection of which is an essential 
part of the procedure. One is repeatedly 
suiprised how extensively and easily the 
freeing of the anterior duodenal wall is 
possible. 



Fig. 1 . Freeing the anterior wall of the duodenum 
from periduodenal .idhcsions. 

The subsequent deseiiption of thi 
opei'ative technique is in reference t< 
ulcers of the posterior duodenal wal 
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which constitute by far the majoiity of 
so-called “non-resectahle” ulceis. 

"We refrain here from any mobiliza¬ 
tion of the posterior duodenal wall be¬ 
cause of the following reasons: 

If the ulcers of the posterior wall have 
invaded the area of the papilla, the 
ductus pancreaticus or the common duct 
may suffer from injuries caused by that 
procedure. Those injuries are, of course, 
repairable, but that repair would involve 
an enoimous and additional risk. Be¬ 
sides, after the posterior wall of the 
duodenum had been fieed from the in¬ 
flammatory adhesions, the tissue having 
been denuded of its serosa and deprived 
of its blood vessels may become ne¬ 
crotic 



Fig 2 Exposure of the ulcer area The daodenal 
ulcer situated on the posterior nail Ins pcnctntcd 
into tho pancreas The duodenum is dinded as oot 
lined by the dotted line This procedure is pirticu 
hrly indicated in large duodenal ulcers. 

Rather is the ulcer fieed by the meth¬ 
od shoum in the illustrations Pigs. 2 and 
3 . In cases of stnall ulcois it is prefer¬ 
able to open the anterior duodenal wall 
immediately below the pylorus and to 
incise the posteiior wall from within, of 


course only after the pylorus has been 
sufficiently mobilized. To pi event escape 



Fig 3 In small ulcers of tho duodenum the ante 
nor ’nail is opened first Tho escape of duodenal 
contents is prevented by a sponge introduced into 
tho duodenum and secured by a thread as shown in 
the illustration The division of the posterior wall 
of the duodenum is carried out along the indicated 
line. 

of duodenal contents a laige sponge, 
attached to a long string, is inserted into 
the duodenum. 

In cases of Imge ulceis of the poste¬ 
iior wall the opening of the duodenum 
is better made in the posterior wall. 
Here the dorsal w^all of the crater of the 
ulcer is incised and fiom there the dis¬ 
section proceeds through the remainder 
of the duodenal wall. 

The ulcer is not excised. If large ves¬ 
sels arc visible at tho base of the crate“ 
tliese are ligated. 

Closuie of tho ulcer is nchievocl in tli 
following manner: tho iirst line of si 
tuies includes the indicated duod'^nj 
wall and tho opposing * 
ciater. Fig. 4 Tlio sc 
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suture, agaiu passes through anterior 
duodenal wall and its distal margin. Fig. 
5. Since the peritoneal coat of the pan¬ 
creas is usually thickened, due to chronic 
inflammation, it should he pulled over 
the anterior duodenal wall and united 
with omentum in a third and final cover¬ 
ing suture. Fig. 6. It is well to deter- 



\ 

V 

Tig, 4. Closure of the duodenum Jlctliod of lu 
troducing first suture line. 

mine the course of the superior pan- 
creatico-duodenalis artery prior to the 
placing of this suture through the cap¬ 
sule of the pancreas to avoid injuring it 
accidentally. 

"When closure has been effected in the 
described sequence drainage of secre¬ 
tion from the floor of the ulcer is not 
possible. Theoretically the possibility 
exists that an open accessory pancreatic 
duct evacuates its contents into the space 
created by suture rows one and two. In 
this way digestion of tissues with subse¬ 
quent disintegration of the sutures might 
occur. It is difficult to say if the two 


cases of favorably texminated stump- 
insufficiencies which we recorded among 
242 cases, can be explained on such basis. 
Finsterer, however, considered this exit 
of pancreatic secretion the cause of su¬ 
ture disintegration in one of his oper¬ 
ated cases which had died of insufficiency 
of duodenal closure. Since then we have 



Eig. 5 Showing second suture line. 

avoided the first suture in order to di¬ 
vert the pancreatic juice which might be 
excreted into the ulcer base and have 
performed only the three follovnng rows 
of sutures, thus giving the secretion a 
free outlet into the duodenum. The omis¬ 
sion of the first row of sutures had no ill 
effects. 

On three occasions papers were pub¬ 
lished by us regarding this technique and 
its various modifications, the first in 
1933^“ describing 22 eases, the second in 
1934^® concerning 17 cases, the third in 
1938*' discussing 220 cases. 

The operative mortality was 3.5 per 
cent. Insufficiency of the duodenal stump 
occuiTed twice, none ending fatally how¬ 
ever. 

A nnmbei of surgeons have used tin* 
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procedure with equally gratifying sue 
cess 

EMEBGENCl PKOCEDURE WHEN DUODENAL 
CLOSURE IS IMPOSSIBLE 

Another technical procedure, having 
proved effective in 5 cases, is indicated 
in difficult situations which result fol 



t lbs 



Fig 7 Appearance after rejection Tbe stump 
of tie duodenum does not permit typ nl closure on 
account of being too el ort 


loTOOg a duodenal lesection that had not 
been well planned I lefer specifically 
to those cases in -nhioh the anterior and 
the posterior walls of the duodenum had 
been excised in such a manner that 
neither the typical invagination nor the 



Fig $ Approxuifition 'i }oQp o( jej nuert to 
tie open end of tlie duoleium Anastomosis Tie 
first (posterior) «utitre Jii e is si onm 



Fig 9 Tie second •suture Inc (intirr jt 1 at 
turcs) IS indicated 
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above described atypical method could 
be resorted to. Fig. 7. No situation can 
be inoi-e embarrassing than the one in 
which the surgeon is confronted with a 
gaping limien of the duodenum Avhich 
he does not know how to close reliably. 

Though I believe that other surgeons 
have ah'eady used the same method, I 
think it will be useful to explain the pro¬ 


operation consists of a gasti-o-jejunos- 
toniy. 

DirFICULTIES OF RA01C.VL OPERATJOX FOR 
MAEGIXAL ULCER AFTER POSTERIOR 
RETROCOLIC GASTRO-JEJUXOSTOMY 
WITH A SHORT LOOP 

The adequacy, or inadequacy of treat¬ 
ing gastric ulcers by means of gastro- 



enterostonn In the so cniled “no loop” method. 


Pi". 10 , .Appcar.nnce of field of opcr.ition after 
completion of the terminal nnastonuisi'. betweui the 
btiimp of the dundinnm .ind the je.juiiostoim. 

eedure in detail. // consists of a side-to- 
end anastomosis bctiveen the duodenal 
opening and the first jejunal loop. After 
the jejunal loop is drawn forth, there is 
usually no difficulty in attaching the 
jejunal serosa to the pancreatic capsule 
which borders on the remaining stump 
of the posterior duodenal wall. Only a 
very small ‘^erosa bearing strip of the 
aiiterioi wall i-- iipedcd to fasten the at¬ 
tached jejunal Avail The technique of 
the duodeno jejunal anastomosis is illus¬ 
trated in Fiuv <t ami 1<). A jejuno 
jejuno«tom\ earin-d out to a\oiil n*- 
!iu\. Tlii^ conijih'te" the fir«t -taore nf 
tbi'- piori'<{ai-(. Tin* --ecoiid ^tace of tin* 



Fig. li Striicturis to be rcmoitd outlined, 

jejunostomy will not be discussed here. 
The fact i-emains that many text books 
voice the belief that posterior gastro- 
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jejunostomy is especially efficacious 
when the afferent loop is made as short 
as possible. Thus it happens occasion¬ 
ally that as a result of this advice a com¬ 
munication is established between stom¬ 
ach and the dnodeno jejunal flexuie 
Figs. 11 and 12 

"When under such circumstances a 
marginal ulcer develops, the difficulties 
and hazards encounteied in a radical 
operation, the only procedure promising 
success, may prove extraordinarily 
great. 

The following piooeduie was tried in 
two cases, published in 1937 in the 
Memoirs de 1 ’Academic de Chiriirgie de 



Fiff 13 The resection is completed The onl end 
of the duodenum is closed 

Pans Since then a thud case has been 
operated upon by the same method 
Following the resection of the pylorus, 
stomach and ulcer containing jejunal 
segment it was noted that a termino- 
terminal connection between the dno¬ 
deno jejnnal flexuie and the other jeju¬ 
nal lumen was impossible because a sero- 
sa-to-serosa siitiii e could not be effected. 
Fig 13 . Consequently the pyloric end 
of the duodenum as well as the diiodeno 
jejunal flexure were closed As a pre¬ 
caution the margins of the duodeno¬ 


jejunal fossa and the ligament of Treitz 
were sutured together. Then the other 
jejunal lumen was invaginated and 
through a slit in the mesocolon the jeju¬ 
nal loop was brought into contact with 
the anterior duodenal wall and a side- 



Fjg: 14 The abonl dnodeuffl stump is dosed 
Tho rccessus duodeno jcjunalis rcposited and su 
tured orer 




Fig 15 End to end ^mston 10 «J■! between abonl 
duodenal stump nnd loop of jejunum The operation 
IS completed bv gustrn jepmostomy nnd jejuno 
jegonostomv 
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to-side anastomosis made. Figs. 14 and 
15. 

The operation was finished with a 
gastro-jejunostomr and jejuno-jejunos- 
tomy. Uneventful recovery took place 
in all three cases. 

During the discussion of the described 
technique Basset explained that it woiikl 
be simpler in such cases to mobilize the 
third, i-etroperitoneal portion of the 
duodenum and to anastomose it with 
the jejunum. In fact Claii'mont worked 
out the “Mobilization of the Duodenum 
from the Left” for the purpose of mak¬ 
ing the lower segment of the duodenum 
accessible for anastomosis. Basset's ob¬ 
jections are of a theoretical nature. 
Clairmont published the “Mobilization 
of the Duodenum” following anatomical 
investigation. Both oveilook the fact 
that in cases of marginal ulcus the in- 
flammatoiy infiltration extends far into 
the thii'd portion of the duodenum. This 
can be mobilized only with damage re¬ 
sulting to the infiltrated duodenal wall. 
I do not believe that in such cases there 
is any other recourse than the above de¬ 
scribed procedure when one desires to 
proceed in a radical manner, 

THE TECnXIQUE OF KAniCAL OPERATIOX OF 
MARGIX.AIi XJLCERS AFTER PARTI.VL 
GASTRECTOMY 

Jilarginal ulcers which appear follow¬ 
ing partial gastrectomy are frequently 
designated as “surgically incurable ul¬ 
cers.” This designation is not entirely 
justified. 

TTe have in our materiaP® five pa¬ 
tients with so-called “incurable ulcers.” 
The first intervention in two cases con- 
«:isted of a gastro-enterostomy, in two 
others resection exclusion. Only in the 
fifth patient was a typical resection car¬ 
ried out. however, more than half of the 
stomach was left. 

It is to be assumed that the-se “incur- 
nblf'” ulcer= are not primarily incurable 


but that insufficient surgical interven¬ 
tion produced an irritative condition 
Avhieh later made the ulcer refractory to 
any medical or surgical therapy. 

Three of these patients had to be re- 
resected three times, each due to recur¬ 
ring marginal ulcer. 



Fig. IC. (. 1 ) .Te.jiinal ulcer folloning rcsecfioii 
with perforation of the ulcer retroperitonc.nlly. The 
'segment of .>;tomacii to bo removed is outlined, (b) 
Illustrate'’ c\(3sion of tlio mucous incmbr.mo from 
the aboral portion of remaining stomach. 

The difficulties encountered in subse¬ 
quent resection can be very formidable 
especially Avhen the ulcer has penetrated _ 
the retro-peritoneum.'" 

The following procedure was used 
three times. Its advantage lies in the 
fact that the ulcei’bearing section of je¬ 
junum ajid stomach was not mobilized. 
Fig. 16. 

First stage: The stomach is divided 
and resected, as far as possible and 
deemed necessary, (about three cm. car- 
dial to the anastomosis, folloiving liga¬ 
tion of the afferent vessels.) 

Second stage: The mucosa is removed 
from that section of stomach adjacent 
to the anastomosis. 
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Third stage: The distally, transversly, 
sectioned stomach is closed with two 
rows of invaginating sutures, the omen¬ 
tum is included for fortification 

Fourth stage: Establishment of anew 
gastro-jejunostomy and jejuno-jejunos- 
tomy. 

This procedure is not radical, the ul¬ 
cer is not resected, hut since the risk to 
the patient is markedly reduced the op¬ 
eration seems sufficiently justified. 

SUMMAEY 

1. The various difficulties confronting 
the surgeon while performing duodenal 
resections and resections for gastro-je- 
junal ulcers are discussed. 

2. A modified procedure of closing the 
duodenum in the radical operation of 
deep-seated duodenal ulcers is described 

3 An emergency procedure is de¬ 
scribed when duodenal closure seems im 
possible. 

4 The difficulties of radical operation 
of marginal ulcer following retrocolic 
gastro jejunostomy with short loop and 
a technic of radical operation of mar¬ 
ginal ulcers following partial gastrect¬ 
omy are described and illustrated. 
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SUMAKIO 

1. Las varias difionltades confron- 
tando el cirujano haciendo una resecoion 
duodenal y resecoion por una nloera 
gastro duodenal son disoutidas. 

2 Un procedimiento para oerrar el 
dnodeno en la operacion radical de las 
iilccras dnodenales de sitnaoion pro¬ 
funda es desorito. 

3 Un procedimiento de omergenoia es 
desorito cnando parese imposible el 
dnodeno. 

4. Las difioultades de la operacion 
radical siguiendo una retrocolioo-gastro- 
jejunostomia con asa carta y una t4oniea 
de operacion radical de nna filcBra mar¬ 
ginal siguiendo a nna gastreotomia par- 
cial son desoritas e ilustradas 
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Immobilization by Surgery of Osseous 
and Pulmonary Tuberculosis * 


FRED H. ALBEE, M.D., Sc.D., LL.D., F.A.C.S., F.I.C.S. 

NEW YORK, N. Y. 
and 

VENICE. FLORIDA 


W HY surgical nietliods to im¬ 
mobilize tuberculous tissue in the 
lung were so mucb slower in 
being generally adopted by the profes¬ 
sion than in the instance of tbe osseous 
system, it is difficult to explain; al¬ 
though it can be said that, as a research 
problem, the osseous system is much 
more favorable for the production of 
complete immobilization and easier to 
draw truthwortliy conclusions from clin¬ 
ical observations as well as from labora¬ 
tory findings. In a large number of 
cases, during the past thirty-five yeai-s, 
I have painfull)’" observed a brilliant 
result obtained by a .surgically induced 
fusion in a very advanced tuberculosis 
of a ,ioint or joints come to naught be¬ 
cause of the failure to control in the 
same patient an incipient pulmonaiy 
lesion. 

In a paper which I presented as the 
opening address of tbe 3Sth French Con¬ 
gress of Surgeons, Paris, France, 1929,’ 
in relation to osseous tuberculosis, I 
stated: “It is axiomatic that an ad¬ 
vanced destructive tuberculous process 
in a joint can never be said to be cured 
except when bony ankylosis has occur¬ 
red; in the absence of this anlcylosis, 
there is never any certainty that re¬ 
lapses will not occur. This axiom is 
more applicable to tuberculosis of the 

*Prc5tnt>d nt the International A«embly of the 
International College of Surgeons, Mexico Citv, 
Angnit, len. 


spine than to articular tuberculosis else¬ 
where”. 

The problem of treatment of spinal 
tuberculosis and pulmonary tuberculosis 
have more in common than is the ease 
with any other part of the osseous sys¬ 
tem. In each event the treatment must 
go on in the presence of function of 
respiration v’ith its incidence of motion 
in spine, lungs and thorax. In the spine, 
as well as in the lung, it is desirable to 
limit the immobilizing influence to as 
small an area as possible, and, at the 
same time, allow the free motion and 
function of the remaining portion of the 
spine or lung. 

This influence upon the metabolism 
and the general well-being of the jiatient 
is far-reaching. This is particularly so 
in pulmonary tuberculosis. The human 
organism cannot exist vdthout sufficient 
respiratory function, and, thei’cforo, it 
is important to immobilize only the 
diseased area of the lung, and thus al¬ 
low the maximum amount of uninvolved 
lung to carry out to the utmost this 
very necessary function of life, namely, 
respiration. 

Blood-vessels go with continuity of 
bone. The urge to repair, associated 
with any destructive lesion, results in 
the development of increased circula¬ 
tion. In discussions on the mechanism 
of healing following collapse therapy, no 
mention has been made of the desirabili¬ 
ty of making way for the establishment 
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of increased collateral blood-supply to 
the diseased area of the lung. 

A very striking parallel exists in tiiis 
respect in the healing of spinal and pul¬ 
monary tuberculosis. The establishment 
of increased blood-supply to the involved 
area is one of the important elements 
in permanent healing. In the instance 
of the spine, the bone-graft does this 
to a superb degree. In pulmonary tuber¬ 
culosis, well executed and directed 
thoracoplasty results in a similar way. 
Folloiving the most careful study, in¬ 
cluding a roentgenological survey of the 
thorax and its contents, the ribs over- 
lying the tuberculous area should be re¬ 
moved subperiostealty and in such a way 
that they will be regenerated in a mark¬ 
edly depressed position, thus peiman- 
ently exerting pressure upon the desired 
oiroumsoribed area of the lung. Ad¬ 
hesions between the closely contacted 
thoracic wall and the diseased portion 
of the lung will develop. Collateral cir¬ 
culation will result with the physiolog¬ 
ical urge of repair. The query should be 
made,—^whether the adhesions in this 
instance will not have a beneficial in¬ 
fluence rather than the contrary; and, 
from this standpoint, it is apparent that 
the analogy in the respective discussions 
is quite similar, although the anatomical 
regions are quite different. 

A patient with tuberculosis has no 
time to lose, and it is uiirvise in this 
dread disease to try temporizing, pallia¬ 
tive measures, particularly since it is 
impossible to prognose the benignity or 
virulence of an individual case in ad¬ 
vance; and again, since tuberculosis is 
such a chronic disease, one can never 
foretell, or deny the possibility of some 
intercurrent mishap such as a cold, 
pneumonia, trauma or some other acute 
disease, the occurrence of which may en¬ 
tirely upset the best calculations. 

Failure to secure bony ankylosis in 


spinal tuberculosis eventually leads to 
relapse which is the rule rather than the 
exception. In pulmonary as in bone 
work, a clear understanding of the 
physical condition existing must be ob¬ 
tained by means of a careful physical, as 
well as x-ray examination, befoi-e the 
thoracoplasty is done. The portion of 
the ribs used to produce the collapse 
should be accurately placed over the cavi¬ 
tation and no unnecessary interference 
with the function of normal lung tissue 
should be made, which is so pointedly the 
case in the other types of surgical im¬ 
mobilization, particularly artificial pneu¬ 
mothorax which compresses the whole 
lung. A lack of permanency and the 
never-ending variability ns to the 
amount of collapse or immobilization it 
may produce at any particular time, arc 
the other handicaps in pneumothorax. 

Plombage for the same reason does 
not appeal because it is a foreign body 
and intercepts any possibility of blood- 
supply developing from the thoracic wall 
to the pulmonaiy tissue in the area of 
its application. The catastrophe of the 
foreign body sloughing into the cavita¬ 
tion is also ever present. 

Other striking analogies between the 
conservative treatment of spinal tuber¬ 
culosis as compared with pulmonary is 
seen in the use of the plaster jacket. 
The involvement of the spinal column 
may be limited to two vertebrae, and still 
the plaster jacket must include the whole 
trunk, thorax and abdomen combined, 
both of which are very essential in main¬ 
taining the best general condition of 
the patient. In spite of this extensive 
conservative splintage interfering to 
such a degree with bodily function, res¬ 
piration and gastro-intestinal functions, 
a vicious circle is permitted in that the 
more the disease disintegrates and col¬ 
lapses the involved vertebral bodies, the 
greater the amount of motion is allowed 
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at that particular point and, hv the same 
token, the more the motion tlie greater 
the disintegration. 

Another analog}" that is outstanding 
between the surgical work necessary in 
the case of spinal tuberculosis and pul¬ 
monary tuberculosis is that in both in¬ 
stances the common methods formerly 
were conservative and non-operative, 
and, therefore, it necessarily followed 
that men wlio may have been efficient in 
carrying out conservative treatments 
were unable to furnish the technical 
skill necessary to this most difficult sur¬ 
gical problem. The advancement of this 
type of therapy, both in joint and thor- 
^ acic regions has been delayed, particu- 
’nrly in the case of pulmonary tubei*- 

■msis. I do not wish for a moment to 
daim that temporizing typos of ther¬ 
apy do not have their place, but unfor¬ 
tunately, so frequently does the unex¬ 
pected happen and the case becomes a 
mrulent one, precisely as I have ob¬ 
served for over thirty-five years in the 
case of Uiborculosis of the .spine. Real 
tragedies have developed because some 
surgeon chose to select some palliative 
treatment and when the case came to me 
months or years later, there may have 
been an enormous hunch-back defonnity, 
paralysis due to the disease extending to 
the spinal meninges or cord, extensive 
psoas abscesses, etc. If bone-graft fusion 
had been applied in the beginning, the 
story would have been quite different. 

The choice of methods to attain per¬ 
manent cure lies between non-operative 
measures and extra-articular arthro¬ 
desis (fusion). The same principle ap¬ 
plies to the same degree in pulmonary 
tuberculosis. The acceptance by the pro¬ 
fession of this principle of bringing 
about i»ermanent immobilization by 
I’one-graft surgery of the joints has 
boon relatively rapid from the begin- 
niuLT and vorj gratifying to im*. I was 


the first to publish my results in the 
case of the spine in 1911, and have con¬ 
tinued to employ the same type of pro¬ 
cedure since, as the sole treatment for 
severe joint tuberculosis. 

Conservative or non-operative meas¬ 
ures in the treatment of joint tuber¬ 
culosis, include the application of casts 
and braces and the frame and block. 
The plaster cast which includes the 
whole trunk must be judged according 
to the general principles of splinting. 
Since both thorax and abdomen normal¬ 
ly change their dimensions constantly, 
the cast cannot be fitted closely enough 
to maintain immobility and thus the 
cardinal principle of splinting must bo 
sacrificed. It cannot be expected that 
any form of external splinting will im¬ 
mobilize a series of short bones of ir¬ 
regular contour to which are attached 
muscles acting in coordination vdth the 
muscle of respiration and the voluntary 
muscles which move the head and limbs. 
In addition to the imperfect attempts 
at immobilization thus made, the cast 
seriously restricts the movements of the 
thorax and abdomen and interferes with 
the oxidation and nutrition on which so 
much depends in the treatment of any 
fonn of tuberculosis. If there is an 
apical focus of the lung, the cast, by the 
same token, tends to aggravate it by 
constricting the lower lobes and leaving 
the upper relatively free, thus throwing 
the woi'k on the diseased portions of the 
lungs. 

The writer’s first attempts in 1908 
were directed toward fusion of the spin¬ 
ous processes with fragments of bone 
obtained locally. He was not satisfied 
with the ultimate results and the more 
he examined the principles on which tlie 
operation was based, the more faulty 
did they seem. The spinous processes 
supidied an insufficient amount of bone 
to aiiclu)!- the vertebrae securely. Of 
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greater fundamental importance was the 
consideration of the low osteogenic pow¬ 
er of vertebral bone. It is a common 
surgical observation that fractnres of 
the vertebral processes unite slowly, if 
at aU; the progressive lysis of the ver¬ 
tebrae in Kummel’s disease suggests 
that the bodies have little reparative 
osteogenic power, and the progression 
of tuberculosis in the vertebral body is 
not resisted by any adequate reparative 
osteogenesis. 

These clinical findings concerning the 
low osteogenic potentialities of vertebral 
bone were confirmed by experiments in 
1908 and 1909, when I transplanted cubes 
of vertebral bone and ulnar hone from 
dogs into their own erector muscles. The 
latter showed marhed superiority in 
osteogenesis. 

The solution of the difficulty seemed 
to be the application of a strong single 
graft from a long bone to make up for 
a local deficiency of bone of low osteo¬ 
genic power and also because of its ade¬ 
quate length to influence immediate 
immobilization of the affected vertebrae. 
I chose autogenous bone for reasons 
which seemed then, and I am convinced 
still are, in accord with the soundest bio¬ 
logical principles. 

My deduction was that this graft of 
living bone would not prornde immediate 
mechanical support and added osteo¬ 
genic power to promote ankylosis, hut 
also act as a vessel-conducting scaffold 
fi-om each spinous process to the next 
and from the unaffected ones to those 
whose circulation is impaired from the 
influence of tuberculosis. The unusual 
success of the method is an attribute in 
part at least, to theTinkmg np of the 
cancellous circulation in each affected 
vertebra with that of its neighbor, and, 
through the graft, with that of the 
healthy vertebrae adjoining the affected 
area. At least it is difficult to account for 


the phenomenal results on the basis of 
immobilization alone. 

. We operate on any patient at any age, 
pi'ovided the surgical i-isk is good. The 
surgical risk depends on several fac¬ 
tors:— 

1. The General Condition of the Pa¬ 
tient : The question of shock in relation 
to different operations for tuberculosis 
of the spine has already been discussed. 
If the surgeon is skillful and rapid, he 
may consider the bone-graft operation 
if the patient is fit for any major opera¬ 
tion. 

Paraplegia, perivertebral or psoas ab¬ 
scess, or pulmonaiy disease may pro¬ 
vide an additional indication for the 
operation. 

High temperature duo to secondary 
pyogenic infection is a contraindication 
to operation. The bacteremia must be 
allowed sufficient time to subside; a 
transfusion of blood may help. Pyrexia 
due solely to the tuberculosis is not a 
contraindication to operation. 

2. ihiltiple Lesions: The presence of 
tuberculous foci elsewhere has often to 
bo taken into consideration in determin¬ 
ing operabihty. I have frequently ob¬ 
served, especially when the focus was in 
the kidney, testicle, epididymis or lung, 
that the spinal operation went on to a 
successful issue, although the general 
resistance of the patient was insufficient 
to prevent the progress of the second 
focus either to the point of destruction 
of the affected organ or to the necessity 
for its extirpation. I have observed the 
same favorable result after operations 
on monarticular joints in the face of 
progressive tuberculosis elsewhere. The 
presence of a second tuberculous focus, 
therefore, even if it is progressive, does 
not contraindicate the operation. 

3. Age of the Patient: The bone- 
graft operation has been more readily 
accepted by the profession in adults than 
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in children. It has been held that, since 
the hones in a child are smaller and not 
fully developed, the operation should he 
postponed. My position is that immedi¬ 
ate advantage should he taken of the 
safety of the operation to afford the 
child an aid to ankylosis. Again, trauma¬ 
tized cartilage usually turns to hone. 
The cartilaginous tips of the spinous 
processes in a child turas to hone when 
inlaid with a tibial graft. Supportive 
medical treatment should then be car¬ 
ried out just as if the operation had not 
been performed. 

In acute progressive disease in the 
child, one often observes excessive binge 
motion at the center of the kyphosis, 
accompanying respiratory movements. 
Tliis indicates that the underhung verte¬ 
bral bodies have disintegrated and the 
respiratory thrust has been transmitted 
to this area left without immobilizing 
support. A ncious circle is sot up; the 
greater the mobility, the more rapid the 
destruction; and destruction increases 
mobility. The vertebral bodies melt away 
still more progi'cssively. 

It is clear that the process must be 
checked as soon as possible and there is 
no room for argument. It is clear that 
frames, braces or temporizing methods 
cannot be expected to answer such de¬ 
mands. 

No other disease varies in mrulence 
and in resironse to expectant treatment 
to the degree that tuberculosis does, 
wherever it is found. It is unfortunately 
impossible in the incipient stages to say 
whether the course will be mild and 
favorable or progressive, destructive 
and fatal; whether conservative methods 
will bo effective, and if so, how long they 
V ill be required. I have frequently felt 
the profoundest regret, in operating late 
upon unfortunate cases, that the opera¬ 
tion had not been undertaken long before 


and the patient spared years of in¬ 
validism. 

So long as the prognosis remains as 
mitrustworthy as it is, there is only one 
attitude to adopt toward a given case 
and that is to consider that it is more 
lilrely than not to bo unfavorable for 
conservative treatment, and, to operate 
in every ease. To be sure, a certain num¬ 
ber of cases respond to any kind of treat¬ 
ment, and it is this small percentage 
which has encouraged some surgeons to 
cling tenaciously to conservative meth¬ 
ods in all cases and to prolong them even 
in the face of clear evidence that the case 
demands more radical treatment. The 
following statement in reference to pul¬ 
monary disease, made by Dr. E. J. 
O’Brien" might well be made truthfully 
about tuberculous joint disease, partic¬ 
ularly ih the case of the spine. Ho states: 
“It is frequently inferred ihni the 
management of pulmonary tuberculosis 
should be less mechanical than is sug¬ 
gested. There are still those who Avould 
fiddle while Rome bums—with idle dis¬ 
cussions of acute benign, benign hemato¬ 
genous and other elusive phases of the 
disease which might not require collapse 
therapy, but sad and humiliating as it 
may bo, with our present knowledge, if 
we wish to eliminate tuberculosis, we 
must be mechanics.” 

“It is difficult to maintain a position 
of conservatism which does not by watch¬ 
ful waiting cany us past the optimum 
moment for interference.” 

“ .if expectant treatment after a 

reasonable period of time fails, a surr¬ 
eal and medical conference should deter¬ 
mine the type of procedure which will 
give the individual patient his best 
chance of recoveiy.” 

This intrusion into the tuberculosi.s 
field by the surgeon, formerly a strict 
medical domain in which any surgical 
inteiwention was fi'owiied upon, has 




mUOBILlZATlOS IN OSSEONS TVBEECULOSIS 


15 


meant the rehabilitation of a large 
number of patients with advanced tuber¬ 
culosis, otherwise doomed to a chronic 
invalidism, and has been the means of 
converting many an otherwise hopeless 
consumptive into a successful conclusion. 
This statement is just as true in refer¬ 
ence to the operative versus the con¬ 
servative treatment in the bone and 
joint realm. Lest any one foster the 
notion that there is great conflict be¬ 
tween the medical and surgical treat¬ 
ment of pulmonary tuberculosis and 
wastes time attempting to find out wbicb 
is tbe more valuable, let me state here 
specifically that there should he no such 
conflict between the phthisiologist and 
the snrgeon in the treatment of this dis¬ 
ease. Each method has its place and 
very frequently it is only by a combina¬ 
tion of the two that the desired end-re¬ 
sults can be obtained. Neither medicine 
nor surgical operations alone cure tuber¬ 
culosis unaided. The medical regime of 
prolonged intensive rest, hygienic living, 
good food, aotino-therapy, symptomatic 
control, etc., properly applied, favors 
healing by assisting the patient to build 
up bis bodily resistance against tbe dis¬ 
ease and by reducing to a minimum any 
trauma or other influence which might 
help spread the process. 

Coordinated work between the in¬ 
ternist, roentgenologist, phthisiologist 
and an experienced and competent sur¬ 
geon is not only desirable, hnt should be 
almost mandatory. 

Many bizarre and radical procedures, 
such ns complete excision of a knee or 
hip or an entire lobe of a lung for early 
or late lesions have been attempted in 
tbe past. The patient with osseous or 
pulmonary tuboronlosis has no chances 
to throw away. Ho should not be de¬ 
prived of any means which may con¬ 
tribute even slightly to his chance of 
recovery. 


The diseased area of the lung should 
be reduced in volume locally and immo¬ 
bilized similar to that brought about by 
the fusion of tuberculosis knee or spine. 
The statement that thoracoplasty may 
also be substituted for pnerunothorax in 
those patients who are gradually losing 
their pneumothorax, due to an adhesive 
pleuritis with or without repeated fluid 
formation, or in the migrating consump¬ 
tive, where it is impossible or very in¬ 
convenient to receive satisfactory pneu¬ 
mothorax treatment sufficiently close to 
the patient’s home, sounds very much 
like the advice given to surgically fuse 
a joint case by bone-graft long after con¬ 
servative braceage has failed. This is 
particularly true in spine cases as evi¬ 
denced by tbe x-ray showing an in¬ 
creased number of involved vertebrae, 
increased kyphosis, mediastinal abscess 
and even paraplegia. 

The fundamental principle is to give 
immobilization to the tnberonlous tissue 
wherever it may be, particularly when 
this tissue is normally in a state of con¬ 
stant motion. In the course of twenty- 
four hours, tbe thorax which includes the 
spine contracts and expands approxi¬ 
mately 25,000 times. 

Collapse of a oircumsorihod area of 
the lung may be obtained by interposing 
a substance between the pleura and the 
costal wall. To accomplish this, various 
material and derices, living and inert, 
have been utilized such as fat, muscle 
tissue, paraffin and rubber sponges and 
bags. Foreign bodies are always a sonreo 
of danger. They may slough into the 
lung cavity, which is nothing less than 
tragedy. They may also interfere with 
blood-supply and further inhibit develop¬ 
ment of increased circulation to diseased 
areas which is always desirable in any 
tuberculous lesion. It should be empha¬ 
sized that thoracoplasty in this respect 
excels all other operative procedures. 
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It permanently holds in contact the thor¬ 
acic wall with the diseased portion of 
the lung in state of collapse, and this pro¬ 
motes ways and means for the develop¬ 
ment of a collateral circulation to the 
diseased area from the thoracic wall.' 

I vdsh to register disagreement with 
the following, for the same reason;— 

“No patient is selected for thoraco¬ 
plasty, of course, until an attempt has 
been made to control the disease with 
phrenieectomy, pneumothorax or the 
combination of both.” 

The same statement might be para¬ 
phrased in reference to joint involve¬ 
ment as follows; “No patient should be 
surgically fused until a failure has been 
determined by conservative splintage 
and much valued time lost.” 

To repeat: The patient with tubercu¬ 
losis has no chances to throw away, and 
until the profession becomes more profi¬ 
cient in prognosis, the most effective and 
permanent treatment possible should im¬ 
mediately be carried out. 

The following statement by !McCros- 
sin^ is so apropo; “The amount of rib re¬ 
sected and the number of ribs taken at 
any single sitting should be determined 
by x-ray condition of the patient, type 
and extent of lung lesions, the rigidity 
or flexibility of the pleura and underly¬ 
ing tissues and the amount of collapse 
necessary to control the pathologic con¬ 
dition present, rather than by any pre¬ 
conceived idea of removing a certain 
mimber of ribs. Extra-pleural thoraco¬ 
plasty is not arbitrarily a one, two or 
three-stage operation, but a remodelling 
of the chest wall to control underlying 
pathology and must bo varied to meet 
individual needs and conditions.” 

The remodelled thoracic wall should 
bold permanently the conformation ne- 
cp'ssary to keep up a eon'^tant collapse, 
.and pressure o! the underlying diseased 
portion of tlie lung.—it is best that the 


ribs be removed subperiosteally with as 
many placques of bone from the rib 
clinging to the periosteum as' possible 
from which the new markedly depressed 
rib will develop. Proper splintage dur¬ 
ing the whole period of formation of this 
depressed rib is imperative. 

The bone and joint clinic can be con¬ 
sidered as the most satisfactory research 
laboratory to study these tuberculous 
therapeutic problems; in that bone is 
very satisfactory to study by x-ray and 
further, that motion can be completely 
removed from a whole joint in a way that 
is impossible in pulmonary disease. Ank¬ 
ylosis by surgery of a tuberculous joint 
is curative not only because it produces 
immobilization, but because it induces an 
increased blood-supply to the diseased 
anaemic area. 

Cutler’ states: “"When adequate col¬ 
lapse has been obtained in properly se¬ 
lected cases, the results have been almost 
miraculous . . . .” 

“The same can be said of the influence 
of anlodosis by surgery of a tubercular 
joint.” (Pinner).’’ “A survey of the 
clmics as a whole, reveals the appalling 
fact that 85^0 of patients with cavities 
die within five years if treated by con- 
seiwative methods alone.” 

“That young cavities are more amen¬ 
able to mechanical U-eatment, particular¬ 
ly to the simpler methods of compression 
therapy is explained by the fact that suf¬ 
ficient time for the development of fib- 
rotic, rigid walls has not elapsed. Ob¬ 
viously then, the recognition of the pres¬ 
ence of a cavity in its early stages, fol¬ 
lowed by prompt permanent surgical col¬ 
lapse of this portion of the lung is most 
important. 

Statistics have shown that in only 
about one-third of the cases in which 
artificial pneumothorax is attempted 
can its administration be successfully 
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Earned out, largely because of the fact 
that it must be maintained over a long 
period of time 

CO^C1,US10^ 

In 1 eviewing at this date the outstand 
mg relative featui es of the ti eatment of 
pulmonary and osseous tuberculous dis 
ease, one must be struck with the unfor 
tunate piobability that in both instances 
these cases are hkely to lemam too long 
under the care of men not highly trained 
m the very difficult technic necessary 
to properly handle such very serious 
oases 

The treatment of the incipient case in 
both fields may he staited by practition 
ers, not skilled surgeons This status, 
however, is fortunately fast going out in 
both fields At least in the hands of the 
inespenenoed or incompetent surgeon, 
procrastination is sure to follow, it not 
very serious delay in applying the in 
trioate suigical methods necessary And, 
again, so many times when surgery is 
finally brought to bear upon the case, it 
IS earned out by a clumsy, poorly trained 
surgeon In both of these fields the most 
exacting surgery is necessary 

SUMMARY 

Surgical methods of immobiUzmg tu 
beroulous tissue have been employed in 
osseous tuberculosis with outstanding 
success for many years, but, it is only 
recently that surgery has become gener 
ally adopted for the treatment of pul 
monary tuberculosis The same vitally 
important principle of immobihzation of 
tuberculous tissue is involved in both in 
stances 

The therapeutic problems of spmal 
tuberculosis and pulmonary tuberculosis 
have more in common than is the case 
with any other part of the osseous sys 
tern As small an area as possible should 


be immobihzed, permitting free motion 
and function of the remainder 

The impoitance of the establishment 
of increased blood supply to the tuber¬ 
culous area in both conditions is empha 
sized 

Temporizing, palliative measures are 
dangerous, due to the inability of mak 
mg any accuiate piognosis as to the vi 
nilence of any paiticular case 

In revieiving at this date the outstand 
mg relative f eatui es of the treatment of 
pulmonary and osseous tuberculous dis 
ease, one must be struck wuth the un 
fortunate probabihty that in both in 
stances these cases are likely to remain 
too long under the cai e of men not high 
ly trained m the veiy difficult technic 
necessary to piopeily handle such very 
senons cases 

The treatment of the incipient case m 
both fields may be started by practition 
ers, not skilled suigeons This status, 
however, is foitunatelj fast going out m 
both fields At least in the hands of the 
iiicYpenenoed oi mcompetent suigeons, 
prociastination is sine to follow, if not 
very seiious delay in applying the in 
ti mate suigical methods necessary And, 
again, so many times when surgery is 
finally brought to bear upon the case, it 
IS earned out by a clumsy, pooily trained 
SUI goon In both of those fields, the most 
exacting siiigery is necessary 
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SUMVTIO 

Metodos qmiurgicos para ]a mmobil 
izacion de tejidos tuborculosos ban sido 
empleados por muebos auos con emi 
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nente exito, aunque es solo de origen 
reciente que la Cirugia se emplea en el 
tratamiento de la Tabercnlosis Pul- 
inonar. 

El mismo principio de inraobilizacion 
de tejidos tuberculosos iachiye ainbos. 

Los problomas terapeiiticos de la 
Taberculosis de la Columna Espinal y la 
Tuberculosis Puhnonar tienen mas en 
coinun quo en el caso do la tuberculosis 
en otra parte del esqueleto. Una parte 
pequefia debera ser inmobilizada, do- 
jando libre moviiniento y fuucion a las 
partes vecindarias. 

La import aiieia de pro veer un au- 
mento circulatorio a las regiones tuber- 
culosas on todos los casos se bace con 
enfasis. 

Tem])orizar y paliar cs peligroso, de¬ 
lude a la dificultad de bacer un prognos- 
tico exncto con ro^pccto a la virulencia 
en cada caso. Honstando a esta fecha los 
a'=j'Ootos promin(*ut(*s del tratamiento de 


la Tuberculosis Pulmonar y de teji 
buesosos, nos vemos impresionados 
el eebo de que con toda probabiKdad 
ainbos casos el tratamiento seni proc 
tinado en manos de medicos insufici 
temente aptos en la dcficil teen 
n e c e s a r i a en el manejo de e 
importaute lesion. 

El tratamiento de estos casos en 
estado incipiente, esta a cargo de ])ra< 
cantos y no de cirujanos especializad 
aunque afortunadamente on la actm 
dad esta tendencia esta desaiiareciem 
pues en manos de medicos 6 cinijai 
incoinpetcntes resulta en dilacion en 
empleo del tratamiento quirurgico m 
osario. IMas aiin la cirugia c 
frequencia os ultimamente utilizada p 
cirujanos de escaso conocimiento 
exporicncia. 

En la Chngia de la Tuberculosis Pt 
monar y Huososa la mas cuidado 
tecnicn y experiencia es nocesaria. 


S P A N I S II xV R T I C L E S 

Since wo liavo so many excellent papers from tbe 
Latin-Amorican countries, it bas been decided to print 
tbese articles in Spanish and give a summary in English 
at tbe bead of eaeb article. 

Ed. 




Tratamiento de la Pancreatitis Aguda * 

(THE TREATMENT OF ACUTE PANCREATITIS) 

FOR LOS DRES JUAN M ALLENDE Y OSCAR L DE GOYCOECHEA 

CORDOBA ARGENTINA 


SUMMARY 

Fourteen Gases of Acute Pan 
cieatitis aie piesentecl, 7 Tvere 
operated, 7 were not operated The 
cnlculoua oiigin of the disease was 
evident in 10 oases Tliiee of these 
10 oases uore operated on after 
failuic of a medical legune of tins 
senes Only one patient recovered 
In four oases operations uaie per 
fonned in -nliioU error in the diag 
nosis was found 

Of the cases not operated theie 
were two of “paneroatio apoplexy,” 
one of inflanimatoiy panoieatitis, 
5 patients roooiored, 2 patients ad 
mitted in slioch died 

The authois haie operated on 
many oases of litluasis m uiiicii 
acute attacks of panoieatitis had 
not keen diagnosed and which were 
admitted to the hospital inth such 
diagnosis as psendo cyst of the pan 
creas or hiliary hthiasis compli 
cated hy fibrous pancreatitis 

The authors sulimitted to medical 
regime every case of pancreatitis 
cowphcabng lithiisis Only nheie 
consen atii e treatment fails do they 
resort to snigeij dining an acute 
attack IJndei snoli circumstances 
they limit thcmseli os to drainage ot 
the hiiiaij tiact 


•Preesnted at tl e Internatioml Vs'prabh of t1 c I» 
tornational Collogo of Surgeon*! Mexico p T 
\ugust, 1041 


N XJESTRA expenencia cnenta eon nn 
merosis observaciones de pancreatitis 
aguda y el proposito de esta comunica 
cion eg exponer la condiicta terapeutiea que 
nos parece mejor pisfifieada frente a esta eu 
fermedad 

Entre nosotros la litiasis biliar es mu> 
frecuente y los casos de pancreatitis agaida 
qiie la comphean y qiie nos consultan durante 
la crisis o mas tnrde, eon nn pseiidoquiste del 
pancreas lejos estan de la extiemada rareza 
que presentan en las cstadisticas de muchas 
grandes elinicas “Waltman 'Waltbers y 
Cleveland en IMayo do 1941 publican las 
imicas 17 obseivacioues recogidas en 7 afios 
cnlaMajo Clinic 

Esle asunto In TDcrecido preferente consid 
eracidn de parte de los ciru 3 anos europcos y 
amencanos Biocq P y Varangot J (1934) 
VTtAztl P (1929), Archibald E (1929) 
Grcgoire y Coinclaire (1937) j mas recieii 
tementc Graj S H, Probstein J C y Heifetz 
Carl J (1938) publican documentados traba 
30 s sobre el tema En 1939 Alejandio Pa\lo\ 
llc\a cl asunto a la Academia dc Cirugia 
de B Aires promonendo un interesantc dc 
bate cn el que interMnieron muchos cirujanos 
cnrolados cn las dos grandes corricntes ab 
stencionista c mtcivcncionista 
No es nuestro piopdsito rcproducir ex 
tensamente las razoncs en que so apoynn los 
sostenedoics de una u ofra tcndcncia Re 
cordarcraos solamentc que los intcrvcncion 
istas niuninn quo con su posicion sc evita el 
peligio dc un error do dingn6stico y sus 
graves consecucncias, qm la opcracion de 
ticnc la destrucci6n progt esiva del pancreas 
al drenar las vias biliarcs que con la cscari 
Ucacion dc la glandula facihtan la evacuacion 
hacia el exterioi do principles tdxicos engen 
drados cn el hematoma y las degcncracioncs 
Mscctales consecutivas Eos abstoncionistas 
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abundan en razones mas convincentes. Coin- 
ciden en que toda operacion agrava a estos 
enferraos extraordinariamente sensibilizados 
poi* el shock; expresan que cuando los recursos 
puramente medicos fraeasan es Tano esperar 
la mejoria de una accion cruenta; arguyen 
en fin, que es imposible drenar el hematoma 
pancreatico, verdadera infiltracion hemor- 
ragica intcrsticial en una glandula arraci- 
mada y que la dcrivaeion biliar, aim con- 
eretandose a los easos de origen litiasico es 
inutil, pues la operacion no detiene nunca 
nada y sus exitos aparentes, si se logran, se 
deben a la epontanea limitacion de la ncerosis. 
Kobustecen su posicion con el argnmento esta- 
distico, de gran valor y al que nos rcferiremos 
al final de este trabajo. 

Nuestra posicion en principio es absten- 
cionista pero solo la obsci'vamos cuando cl 
diagnostico es evidentc 3 * cuando el tratanii- 
onto medico adecuado detiene o mejora los 
sintomas en cuatro a sois boras do aplica- 
cion. Cuando ainbas condicioncs no sc logran 
operamos toda pancreatitis aguda de origen 
litiasico i’ rcducimos la operacion al drenaje 
de las vias biliarcs, si es posiblc con anestesia 
local con traumatismo mininio. 

Considerainos iniifil la distincidn entre 
pancreatitis edematosa y hcmoiTiigica pues 
croeinos que ambas son ctapas do un mismo 
proeeso; pero insistimos en la necosidad esen- 
cial de cstablcecr si es de origen litiasico 0 no, 
piles iinicamente aqucllas podriln entrar 
dentro del griipo quiriirgico. 

14 liistorias clinicas pertenecientes a en- 
fermos de pancreatitis aguda intemados on 
los Sendcios de la I Catedra de Clinica Qiii- 
rurgica j del Hospital Espanol do Cordoba 
forinan el material documental de esta comu- 
nicacion. Seleecionamos los enferraos tratados 
durante cl momento agudo. De los 14 easos 
7 fncron operados. Tres de ellos no lograron 
mc,ioria con el tratamiento medico y debicron 
ser intervenidos; 4 fueron operados con diag¬ 
nostico de apcndicitis 0 de perforacion de 
ulcus gastro duodenal. 

C.>.SO 1.—richa 4053 A. 'M. 48 aiios: ingreso 

24-IA-IP33 IJospital dc CJjnicas —S. 3. C. 12 — A. U: 
'in import.nnciri; A. P: (Ji'creto fumndor v bebedor. 
0!'-'’'idad desde joven. Digcstioncs lontas, gases, 
I' fnPr,'. Xo cs cor.'tipado.—A, E. A: Dos dias antes 
d.' Eu ir.gTC'0 dolor tipo cdlico hcpitico que mojor.a 
ropi-'o V liudano. Pnons horns despuCs rcapari- 


cidn brusca del dolor quo progresivamente so inton- 
sifica hasta adquirir particular violencia, irradidndoso 
al hipocondrio izquierdo. Vomitos. Una inveeddn de 
morfina lo alivia. Oliguria, inotcorismo, sudorcs frios 
profnsos y subictcricia y coluria. Ingrcsa al Ilospilal 
a las 23 boras del dia 24-IX, levnntdndoso el siguiente 
E. A: Sujeto obeso, extremidades frias; subictericia 
en eonjuntiva. Pulso de 120; tensidn .al V. L. 10/C. 
Temperature asilar 37°2. Lenguaseca. Acroci.anosis. 
Respiracidn superficial. Abdomen mctcorizado cs- 
pccialroente en el opigastrio (Sigiio do Gobic ovi- 
dento). Ausoncia de contractura muscular y a la 
palpacidn dolor exquisito on cpignstrio y discroto en 
fosa iliaea derecha. Dcsaparicidn do la matitez 
hep-dtica. Timpanismo on los flano-s. Douglas libre 
e indoloro. So liaco trat.amionto a a inyeccioncs do 
suoro fisioldgico y glucosado, insulir;' Iiiclo. A las 3 
boras do su ingreso agr.avacidn de 1 s sintomas por 
lo que_ se opera con anestesia local. En el tojido 
subporitoneal quo estfi infiltrado do edema y os grueso, 
manebas do estoatonecrosis. Al abrir el poritoneo 
sale nbundantc liquido sanguinolcntn y on toda la 
supcrficio serosa^ y espccialmonto en el gr.an epiplon 
manebas do bujin. El pfincreas esta convertido on 
im grueso hematoma. So punciona la vosicula biliar 
quo csl:i dilat.ada oxtrayendo bili.s quo sale a gran 
tonsidn. ^ Sc sacan algun’os calculos. Colccistostomia. 
Al finalizar la opcracidn cl enfermo cstfi en shock 
intenso quo so accatua, muriendo pocas boras despuds 
cn coma. 

G.isv 2.~Ficha 1043 M. L. do C. 40 nfws D-IX-1D32 
Hospit.al Espanol.—A. H. sin importancia. A. P: 
Desdo liaco varies afios crisis do cdlicos hcpfiticos 
con ictcricia y fiebro. C embarazos normalcs a tdrmino. 
No cs constipada. Una crisis dolorosa semejanto a la 
.actual pero pasajera liaco C aiios. Poiimatismo erdn- 
ico. A. E. A: 3 di.as antes de in/^ros.tr ttl 
despues de alniorzar fiiortc dolor cn cl hipocondrio 
dcrccho con irradiacidn al dorso, vdmifos alimenti- 
cios y biliosos. Un purganto cs vomitado y como 
porsisten al din signiente los dolorcs consiilta a un 
mddico, qiiicn comprueba ansiedad, vdmitos, 80 pul- 
sacioncs, SC’S tempcratiira, dofonsa cn hipocondrio 
dcrccho c intenso dolor a la palpacidn. Diagnnsfica 
cdlico hcpditico y aplica sedol y atropina. Los dolorcs 
caiman y cesan los vdmitos. Al siguiente dia por la 
mauana la enferma so siento may aliviada, pero por 
la tardo rcaparecc cl dolor intcnsific.'indose. Kuevns 
vdmitos; subictcricia; coluria; Icngua seca; ansiedad; 
pulso dc 100; teinperatura SG'o; defensa acentuada 
on todo cl cpignstrio; mcfcorismo generalizado, 
Parcco csbozarse cl signo de Gobic. Plancos sonoros. 
Aparato circulatorio y respiratorio norm.alcs. Oli¬ 
guria. So prescribe scdol, atropina, esparfeinn, nlcan- 
for, Bucro fisioldgico y hiclo. A persar dc dstc trnta- 
miento 4 boras despuC-s el cstado gcner.al so agr.avn, 
cl pulso sc acclcra a 130; hay siidoracidn profiisn; 
cxtremidadcs frias; Icngua muy seen. Los dolorcs 
pc^^istcn. Una ampolla de pantopdn no la alivia cn 
absolute. Con cl diagnostico dc pancreaGtis nppida 
cs internada cn cl Hospital cl dia D/IX a las 22 
boras, donde sc Icvanta el siguiente _E. A; mal cstado 
general; pulso 1-10, hipotenso, cxtra'i'tdlico. Marcada 
exitacidn. Lengua muy .seca. Vientre globuloso, 
bJaado, con ligera defensa cn cpignstrio; sudorncidn 
profusa. Se prcscriben cardiotdnicos, sucro glucosado 
a altas dosis, hielo al vientre. Dos boras despues 
ligera mejoria, oliguria, una dcposicidn espontdnea. 
La noche' del 9 al 10 de Setiembre cs intranquila. 
Dosage do urea: 0,87%. Peaccidn de Wolghemulh 
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fueitemente poaitiva En vista do la reagravacion 
al dia siguiente y de los resultados de laboratono, 
se la opera el 10 de Setiembre a las 14 hons Anes 
tesia local con novocalna al 0,5^ Laparotomia 
mediana eupraumbiljcal muy diflcultada por la ex 
cesiva obesidad de la enferma En la cavidad pen 
toneal abundante exudado hemorragieo y manchas 
de citoesteatonecrosia A travfis del ligamento gas 
trocdlico se llega al p&ncreas que presentc un aspect© 
equimdtico Se abre la vesicula bibar extrayendo 
c&lculos y bills a gran tensidn Colecistostomia 
Drenaie subhepdtico Post opcratono Shock mtenso, 
subdclino que por la noehe se acentiia, coma y muerte 
10 boras despu6s de la operacidn 

Caso 3 —Picha N® 4911 A C 30 anos Ingresd 
19 X1930, Hospital de Cllnicaa Sala IV cama 7 
A H sm interns A P un aborto, desde bace 7 
afioa colicos hepaticos a repcticidn con vdmitos 
A E A 3 dias antes de ingresar cpigastralgia in 
tensa y vdmitos quo caiman espontdnemente para re 
agudizarse a las poeaa boras lle/5ndo a un estado 
lipotlmico El dolor sc irradia a hipocondrio y fosa 
lumbar izquierdos Meteorismo Poatenormentc 
ictencia en coniuntivas y piel Al ingrc«ar a la 
guardia el dolor lumbar izquierdo ea muy inten'^o, 
el ileus aeentuado, el estado general grave, 120 
pulaaciones Agravacidn 3 boras despuds y baio 
tratamicnto a base de cardiotonicos, suero, hielo 
▼ repoao El pulso es de 140, dolor exquisite cn 
cpigastrio con irradiacidn al hipocondrio uquierdo, 
meteonsmo pnncipalmente toarcado en el colon 
transverao que se dibu^a bajo la pared que no esta 
contracturada El resto del abdomen algo doloroso 
Tacto vaginal fondos de saco dolorosos Al dla 
Bigulente se Icvanta un nuevo E A icte riaa, lengua 
eeca, pulso do 140, meteorismo particulannente alto 
(signo de Qobie) y dolor exquisite en ol cpigastrio 
No hay defensa Eeflejos cutaneo abdominales 
sitohdos Foss Jazahar uqtaerds dohiros^ Sahm^U 
dez en los flancos Tacto fondos de saco dolorosos 
Obguria intenia Glicenua 1% Eeaccion de Wol 
ghemuth francamento positiva, Operacidn dter la 
cisi6n paramediana derecha, liquido Ubre eanguino 
lento Manchas de esteatonecrosis A! introducir el 
dedo en el hiatus de "Winslow viene abundante liqmdo 
fuertemente sangoinolento Vesicula y col^oco 
repletos de cdlculos Eesprendinuento coloepiploico 
Pancreas grueso, irregular, equimdtieo Se dislacera 
el pentoneo que recubre al pdncreas Se drena la 
rctrocavidad con un tube v 5 roeehas de gasa Cole 
cistostomla despuSs de ex^racrlos c&lculos Curacidn 
de su pancreatitis 

Caso 4—Ficba N® 2985 E F 45 aiios—^mgresd 
2 1932, Hospital de Clfnicas—Sala 3, Cama 2S — 

A H sin intcrds, A P Paludismo a los 14 aaos, 
blenorragia y virucla a los 19 anos, tabaqmsmo y 
alcohob^mo moderado A E A El dia de su ingrcso 
dolor difuso en todo el abdomen, pero mds acentnado 
en epigastric, hacidndoso intolerable al cabo de al 
gnnas horas Vdnutos alimcnticios y bibosos E A 
pulso de 100 Temperatura 37*5 Lengua humeda 
Dolor exqmsito cn cl epigastric y fosa illaca derecha, 
donde bay discreta coatractura So repitcn las cmsia 
dolorosas en nlimero do 3 con intervalo de 6 a 8 
horas, siendo sumamente agudas, con intolcranaa 
gistnea y catado bpotlmico No aparcce signo de 
Gobie ni dolor cn el hi pocondrio izquierdo tu an 
mento en la intensidad del latido adrtico ablominal 
Loucocitosis 11 000, pobnuclearca noutrfifilos 


Imfocitos 205;^ Con el diagndstico de apendicitis 
agoda es operado Anestesia raquldea Incisidn de 
Me Burney Del pentonco sale hquido bemorrfigico 
No se encuentran manchas de citoesteatonecrosis 
Beseecidn del apondiee que cstd engrosado y adhendo 
La vesicula tensa se vacia parcialmente por suave 
presidn Cierre de la pared Tratamiento post oper 
atorio suero fisioldgico y glucosado, insulina, car 
diazol efcdnna hielo en epig«istrio Eeaccidn de 
Wolghemuth intensamente positiva Curacidn a los 
15 dias 

Caso 5—^Ficha N® 16 Hospital Espanol FEA. 
mgresd 27 VH1935 Servicio del Prof E Velasco 
A H padre muerto a_los 76 anos do apoplciia 
Madre muerta a los 54 anos de smeope cardiaco Un 
hermano muerto a los 60 anos por enfermedad 
hepdfica A P fumador y discrete bebedor A E A 
d03 dias antes de operarse dolor generalizado ea cl 
abdomen, intcnso, que le obbgd a guardar cama 
Al dia siguiente se levantd para ir al trabajo pero 
enseguida se vio obbgado a regresar con un fuerte 
dolor en el bipocon dno y fosa iliaca derecha, con 
propagacidn a la regidn lumbar del mismo lado Con 
el diagndstieo de apendicitis aguda ingresa al Hos 
pital E A temperatura 3G«5 Pulso 84 Tensidn 
al V L 13/10 Abdomen moteonzado Dolor 
epigfiatnco y en fosa iliaca derecha muy agudo 
Blumberg positive Giordano presente en ambos la 
dos, m&a aeentuado del lado dereebo Tacto rectal 
doloroso OperauGn anestesia con 4ter Incision de 
Me Bnmey LI guide hemdtico y algo verdoso en 
pentonco Serosa despubda Eeseccifin del aplndice 
quo estd poco alterado Laparotomia supraumbilical 
El colon transverso y el cstSmago muy distendidos 
Se aspira el hquido bbre Ausencia de perforacidn 
de cst omago y doodeno Abertura de la transcavidad 
a trav63 del epipl6a gastrooolico y comprobacidn 
eobre la eabeza del pancreas de una masa cquimfitica, 
Dogruzca La rcs/ctiJa hrJxai' esW a gran tenaidn 
Por una contra abertura para rectal derecha se ex 
tenonza la vo sieula cuyo fondo cs lerde cliro, dc 
aspect© esfacelado Por pimmon bo extras su con 
tcnido Verde obscuro y a gran tensifin Sc abre la 
vesicula sabendo algunos cdlculos pequeSos Colecis 
tostomia Dremje de la transcavidad con tubo 7 3 
mechas de gasa Be investigd amilasa en el hquido 
siendo negativn Colangiografia post operatona 
permeabibdad del h4pato colfidoco Alta a los 35 dias 
Curacidn 

Caso 6—Ficha N" 200 —i C 44 anos—ingread 
1 H1937 Hospital Espanol A E sm importancia 
AP fumador y bebedor moderado Blenorragia on 
su juventud A E A desde Ince 10 anos pesadez 
gdstnea post prandial y dispcpsia electiva para los 
bnovos y grasas El dia do su ingreso al Hospital 
(semcio del Prof Velasco) dolor intense generabza 
do a todo el abdomen, vdmitos y sudorcs profusos El 
dolor se localiza pocas horas desputs en cl lado derecl 0 
sobro todo cn La fosaiUaca dcroclia y sc acompa 5a de 
diarrca y tenesmo quo cesan poco despuSs E A tem 
peratura 37*5 Obestdad Pabdes Lengua humeda 
80 pulsacionos Tensidn al Vl 12,^*/7% Abdomen 
globuloso Dolor expontdneo A la palpacidn con 
tractura en hcmlablomen dtrecho Me Bnmey y 
I^az positives Blumberg pre^ente Puntos vesicular 
y epigfistnco mur dolorosos Operaadn anestesia 
raqufdca Incisidn de Me ^ ^' 'o hemorrii 

gico Ubre Aptndicc ^ cxtirpa ’ 

^parotomia mediana 
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duodono sin perforacion. Mcsocoldn transverso cqwi- 
jiiDtico. Desprcndimento coloepiploico Transcavidad 
repleta de Hquido hemdtico. Pancreas grande e 
infiltrado de sangrc negruzca. Ko hay manchas dc 
citoesteatonecrosis. Drcna.ie infrahepatico con tnbo 
y mcchas de gasa. Post opcratOrio: iTcjorla. A las 
24 horns reagravncion y niuorte en Shock a las 3C 
horas de la opcracidn. 

Caso 7.—^Ficha K° 3305 —A.M. 4S anos—ingresu 
5-XI-1929 Hospital de Clinicas sa la 3 cama 26. A.H.: 
sin importancia. A.P.: .satnrnismo a los 20 aiios. 
Blcnorragia a los 28 anos. Behedor y fumador. Op- 
crado de hernia inguinal, rrccucntcs dolores epigds- 
tricos, sin horario, por lo que dchc restringir sns 
comidas. Ilacc 1% afio presonto una crisis abdominal 
haja, con dolores y vdmitos, que lo obligd a h.acer 
reposo 3 dias. Desde cntonccs so ha sentido bicn. 
A.B.A.: hacc 1 hora, cstando en su trabajo habitual 
dc jnrdincro siente brnscamcntcdolorcs on todo cl 
vientre, quo so agudizan y localizan preferentoraente 
en cl epigastrio, --in vdmitos. Cualquier mordmien 
to los intcnsifica. K.A.; cl onfermo cstando dc pic, 
manticno cl tronco on ligera flexidn y sc lleva las 
manos al vientro. Esta jidlido y sudoroso. Pulso 
normal. _Tcnsi6 arterial 11/7. Temperatura normal. 
Scnsibililidad exqui.sita cn cl cpigastrio y algo mcnor 
cn fo'a iliaca dorecha. Macidez hcpatica ausente. 
No parcce haber llqnido libre en cl peritonco. AI 
esamen del tdrax nnda de particular. Con el diagnd.s- 
tico probable dc lilccra perforada sc lo intervicnc dc 
inmediato. Anesfesia general con ctcr. Laparotomia 
nu'diann suprnumbilical. Liquido claro y rosado cn 
cl peritonco y manchas do citoesteatonecrosis. En 
O'tdmago y duodeno nada dc particular. Vcsicula 
muy tensa y en el coledoeo muchos ciilculos. El pfin- 
iTcas es asien to dc un hematoma. Sc cvacua la vcsi¬ 
cula y ofcctiia eoleci.'tostomia. B.lpida mejoria. Bc- 
operndo un mes despuCs par su fistula biliar sc cs- 
tracn 12 c.'ilculos del coledoi'o. comprueba cntonccs 
quo cl pancreas esta monos tumcfacto y cs duro. 
Polci ictotomia retrdgr.ad.a. .Mt.a n los 25 di.as dc la 
'cerunda intcrvcncidii. 


De lo.s 7 no operados 2 mnricron. 1 ingreso 
cn ostado de gravedad extrema, falleeio pocas 
boras despnes; otro presenlo ictericia mc- 
canica grave, emaciacion c intoxicacioil y no 
se efectuo ninguna accidn quirurgica por 
pareeer imprudente. En 2. fue evidente el 
diagno.stieo dc apoplepa del pSnereas y en 
lino el de pancreatitis infecciosa; 2 mejoraron 
dc la crisis ngnda con el tratamiento medico 
y fnoron rniis tarde operados por scudo quisto 
del pancreas. 

Cvso s—richn X" 6933—.T.J.N. 21 afios—ingresd 
21-11 1937. Hospital dc Clinicas sola 6, cama 19. 
A.II.: ':n inti'rL=. A.P.: tnbaquismo y ctilismo. 

AE.A: hnoe G mc'cs repeti- 

•V « cn^i« 'It' colcci«titis 5 diri« ante's dc intTrc- 

"•'.t r.l S’r\i''in dolor cn fo'^a ilirtca ilcroclia con ir- 
rr. :iac:'''n rl ry So lii/o calmantc**, 

;« Li- lo Ln rcpitc, »"«ta \cz con 

C''>r tr. irrnuia do a la fo-a lumbar 


izquierda y al hipbcondrio dcrccho. E.A.: pulso dc 
140 hipotenso. Biel fria, pdlida y ciandticn. Tcm- 
peratura axilar de 3S°. Te jido adiposo y mnsas mus- 
culares bicn desarrolladas. Aparato respiratorio 
normal. Pulso: 140, tension: 10/6 .al Y.L. Abdomen 
globnloso, sin defensa. Dolor intenso cn cpigastrio y 
mcnor cn fosa iliaca dcrecha. Bazo no se palpa. Hi- 
gado: se palpa y pcrcute dentro de limltcs normalcs. 
Giord.ano positivo en cl lado dereeho. Lcucocitosis: 
14.000. Neutrdfilos: S3c^. Glicemia: 1,80 urea; 
1,04 IVolghomuth positiva, Tratamiento: hielo, 
sue ro, cnrdiazol-cfcdrina. A la.s pocas horas muerte 
cn schock. Autopsia: trasudado sanguinolcnto cn 
peritonco. Jlanehas de estoatonccrosis cn cl tojido 
cclular subperitoncnl. El pancrc.as convertido cn un 
gran hcm.atoma. Al corte dcstruccion dc la giiinduln 
quo ap.arecc disocindn por cl infiltrado liomorr.'lgico. 
Vcsicnla biliar repleta de pcquoilos cfilcnlos. Cistico 
y hepato-colcdoco deshabitados. Higado, bazo y 
rinones macroscupicamcntc normalcs. Ap6ndice nor¬ 
mal. Diagndstico; pancreatitis aguda hemorrdgical. 

Caso 9.—D.D. do A.—ingreso 2-X1-1910 Hospital 
dc Clinicas s.ala 4, cama 10. Edad 38 anos. A.E.A.: 
desde hacc varios afios di.spopsi.a y cOlicos hcpfiticos, 
a voces con ictericia; cl ultimo ataque hacc un mcs. 
ingresa al Hospital on cstado grave, con temperatura 
de 39° 0 intensa ictericia. E.A.: dolor y coutractura 
cn cl flanco dcrccho; deprosidn nerviosa profunda; 
cl 6-XT, pocas horns antes dc»morir hematoerito; 4S, 
9^; Bil. D. 100 mgm; Eil. I. 10,4 mpn. En la no- 
cropsia 60 comprobd: inf.'irfo del [Utlmon dcreelio. 
Ictericia do visecras y serosa. Grucso c.'ilculo colcs- 
tcrinico enclavado cn cl bacinctc que eoniprimf.a y 
ohstruia cl hCpntocolddoco, cuyn luz cstaha rcjilofa 
con hilis pus. Vcsicula deshnhitada, con liridas y 
divcrticulo. Pancreas ntrdfico ennvertido cn una 
csjionja dc ]nis fetido y con gases. 

C\so 10.—Ficlia N° 8313—Z.E. 10 anos—lugrcsd 
23-V-1930 Hospital dc Clinicas .sala 6, cama IS. 
.-V.n.: sin importancia. A.P.: cnij)fivjis. Broneoiicu- 
monia a los 15 anos. Xiega vcncrcas y cspeelficas, 
.\.E.A.: unn semana antes dc su iiigrcso cstado fchril. 
La vispera dc su intcrnacidn en el Hospital dolor 
moderado on el cpigastrio quo paulatinnnicnte pc 
intcnsifica hasta haccr'-o may agudn, con irradicidii 
a fosa lumbar iz(|uicrda y tomando por momen fos 
!;i cx|»rcsidn do desgarro interno. Aumento de Vol- 
umen dc la region cpigfistrica c ileus. Enema, 
purgantes y ’rcviilsidn local fracas an. E! enfermo 
•lebc jicrmanccpr inroovil, cn deefibito dorsal, piles 
eiialquior cambio de posjeidn rAliacerb.a sus inolcsthis. 
E.A.: temperatura 38°, P"bo 90. Tensidn 12/i al 
V.L. Nada dc particular cn tdrns. En abdomen: 
meteorisino particularmcntc acentuado cn la mifad 
superior cn dondc la p.alpacion despierta exquisito 
dolor y pcrcibo latidos cpigdstricos. Iteaecidn de 
Vol'dieniuth positiv.a. Glicemia: 1,20 I.eucocito- 
.sis:"20.000. Xeiitrdfilos: 85 So lo pone a dieta 
htdrica, hielo cn el cpigastrio y adininistra Bucro 
fisioldgico, glneosado, insulina, morfiiia. Con cste 
trat.amicnto meiora dcsaparccicndo la fiehre a las 
•IS horas, cedien’do cl ileus, cl dolor y norinali 7 dndo«e 
cl pulso. Al 8° dia de su ingreso cl cstado general es 
muv hueno, el pulsf» de 80, la tension dc 12/7. En 
abdomen pequeno tumor epigdstrieo epic tra^mitc 
las riulsacioncs de l:i aorta, del tamauo df: una la.in- 
darina, renitente y fijo y que desapareee eon las 
contraccidnes de lo mdseulos reetei.s. Alta a los -- 
dias curado. 




TLFAlMrNT OF ACVTE PANCJEATITIS 


13 


Caso 11—FicJn ‘^3-50— S \ de T 51 anos—^lu 
j;res6 5 VIII 1940 Hospital de Clmicas sola 4 cama 
31 AH Bin importmcia A P eruptivas En 
menopausia, no cmbara^o mu a Alimentacion zoixta, 
constipacidn AEA encontrmdose completamente 
Sana, K noche vispera de ru lusrcso cs deapertada por 
un intense y brusco dolor “en punalada** que se 
localiza en el epigastno e irndia a fosi lumbar 
izquierda La enferrna tiene la sensacion de sor 
“atra vesada" desde el epigastric hasta la coltunna 
vertebral El dolor es continue y tan intense que la 
lleva a un cstado lipotimieo Vomitos abundantea La 
morfina no la alina E A A1 ingresar, 24 boras 
despues de imciada su enfermedad, presenta facie 
con cxpresion dolorosa, disnea, temperatura axilar 
de 38** y rectal dc 39®, pulao de 110 con. tensidn 13/S 
al V L Abdomen melcorizado y contracturado en 
epigastric a eate mvel loa rectos mayores del ab 
demen se palpan como cuerdaa tensas Duele poco la 
fosa iliaca dereoln mucho menos que cl epigaslno 
La maniobrc de percutir a nivel de la vestcula biliar 
no despierta dolor intenso Submatidez en Joa flan 
cos Al tacto los fondoa de aaco estan libres e indo 
loros llaniobn dc Giordano negativa A las 2 
boras de institmrse el tratamiento medico (lusulmi, 
surco, cardiazol efedrma y hielo) la enferrna reaccioni 
favorablemcnte Una radiografia dirccta de ab 
doinen prueba au^encia de nenmopentoneo y despufis 
de la ingestion do citobano, la radioscopta demues 
tra que el estfimago y duodono eon normales Re 
accidn de Volghcmuth mtensamente positiva Leuco 
citosis 15 000 Neutrdfllos 78 % GUcemia 1 % 
A 1 03 10 dias de su ingreso la enferrna abandona el 
ScMcio rouy Tneinrada 

Caso 12—F fi 35 anos—Incrresd 17 VII1041 
Hospital Espauol (Servicio del Prof Velasco) A It 
padres y hernnnos sanos uno fallccido de bocio 
A r er iptivas blenorragn odhco nefrltico izqiuer 
do 6111 liematurn a los 33 anos Regurgitaciones Aci 
das y pirosis JIuv fnmador AEA el dla del 
ingreso a las 19 boras es visto por un medico Desde 
la tardo anterior intensa epigastralgia sensaeidn de 
desgarramiento con profusos sudores fries Se hacc 
bielo, reposo y laudano Hay intolenncia gSstrica 
Al examen intensa defensa epigfistnea Be sospccha 
perforacion de un ulcus p'istrico por lo quo ingresa al 
hospital EA Facie doliente Pulso 90, tempera 
turn 36“,S, tension 125/80 Abdomen excursidn 
respiratorn presente Intenso meteorismo en su 
mitad superior Dolar y defensa en tabla en la zona 
epig'iatrica cl rosto del abdomen es facilmente de 
prosible aunque doloroso El dolor epig^strieo es in 
tenso a la palpacidn por debaio del rcbordc costal 
irqmerdo Giordano doloroso en cl lado izqmerdo 
Punto costo muscular del misroo lado positive (signo 
de Mavo Robson ) Radioscdpicamente so comprticba 
la ausemea de neumopentonco Se coloca al enfermo 
en reposnl adraimstrandole euero salado bipcrtdmco 
snero fisioldgico car dnzol ofcdrina 3 hielo on epi 
gastno El enfermo meiora Reaccidn de 'Wolgbc 
mutb posita\a al 4* dia 6sta se hace negativa El 
signo de Erkenaun Cdistcnsidn del duodeno cn forma 
de lierradura) es positive Se insiste en la mcdicaci6n 
Entrosedimentacirm I 50mm •*'71 81 mm Lencoci 

tosis 10 200 Noutrfifilos 86 <^o Be continiia con cl 
mismo tratamiento En la actuabdad muv mejorado 

C^so 13 —Ficba N® 5724—A S de L 43 anos— 
IngTe86 4 III 1935 Hospital, de Cbmcaa oala 4 
cama 6 A H sm interns A P tifoidca pleuresla 


Artritis Menopausia Constipaciun AA bace 
6 mcscs cdlicos bepaticos sin ictencia 5 dias antes 
de jngresar epigastralgia con irratliaci6n a fosa lum 
bar izqmerda E A sub letcncia Pulso do 120 
Tension arterial 12 d/S 5 Temperatura 37®,6 Dolor 
exquisato en epigastno Latido aurtico exagerado 
Oiordano posituo en el lado izquierdo Punto costo 
muscular sensible del mismo lado Meteonsme gen 
eralizado, mayor cn la mitad superior del abdomen 
Reaccidn de IVolgbemutb positiva Con tratimiento 
mddico mejona En los dias Bubsigiuentes apancidn 
de iin tumor quistico, tenso, mate a la percusion y 
fi)o Pasado el accidente ngudo con ancstesm local, 
tratamiento del seudoquistc quo contiene 3 litros 
de liqmdo sangumolento y colccistectomla ulterior 

Caso 14—Ficba N® 4968—E B 56 auos—Ingroau 
20II 1924 Hospital do Clmicas, sala 0, cama 3 
A P cbancro y blenorragia Operado a loa 27 anos 
por peritonitis apcndicular Hizo tratamiento anti 
lu6tico prolongado AEA 20 dias antes de mgresar 
al Scnicio dolor intenso epigastneo que se irradia a 
todo el abdomen Expnt mezmento se abvia 3 dins 
despu^s otra crisis semejante, acompauada de vomi 
t03 alunenticios y bibosos y 14 dias antes dc con 
suUar, nuevo ataque mas intenso aOn con dolor cpi 
gfistrico que se irradm a fosa lumbar izqmerda y 
estado lipotimico Ligrsa al Hospital cn dondc so 
levanta e! sigmeute E A subictencn Ani^ocona 
Rclleios pupilares normales Pulsp de 90 TcnaiOn 
arterial 12/7 Abdomen globuloso Dolor cxqmsito 
en epigastric Puuopercuaion j punto cos to muscular 
izqmcrdo dolorosos Fhneos libres Rcaccidn de 
'WolgbctDutli positiva Leucocitosis de IS 000 Neu 
trOfilos 78% Se instituye tr itamieiito mCdico Me 
joria, pero apancidn en epigastno de un tumor 
progrcsivamento creciente, quistico que sc diagn<stua 
como un seudoquistc del pancreas ^ opera o\acu4n 
dose 2, 5 1« de hqmdo sangmnolcnto Marsnpnliri 
cion 

COMENTARIO 

Esta comunicacion se refiere a 14 cases dt 
pancreatitis nguda tratados en cl Servicio de 
la I Catedra de Clinica Quirurgica > en 
nuestro Servicio del Hospital Espanol dc 
Cordoba 

De los 14 cases, 7 fueron operados y 7 tra 
tados medicameute A 4 enfermos se intcrvmo 
con diagnestico equivocado, de apcndicitis 
ngnda 3 j 1 de ulcus perforado En 3 de 
estos casos la pancicatitis era de origen liti 
asico y en 1 (enfermo N°4) la cxploncion 
palpatoria de la vcsicula re\el6 la aiisencn 
de cSlculos y los antecedentes por su parte 
descartaron la litinsis El Cirujnno evacu6 \ 
dreno la vesicula en lob 3 pnmeros, eu cl 
ultimo concrete su operacion a una simple 
apendiccctomia, mejorando tl enfermo rdpid 
amente de la pancreatitis con el tratamiento 
medico postoperatono El error do ding 
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iiostico es muy posible, cuando no se piensa 
en esta enfermedad ante un abdomen agndo. 
B1 caso N° 12 careeia de antecedentes patol- 
ogicos biliares y gastricos. Inicio bruscamente 
un sindroine abdominal agndo con intense 
dolor epigastrieo y contractura en tabla de 
la pared abdominal. La auseneia del neumo- 
peritoneo y la irradiaeidn izquierda del dolor 
Ilevaz'on al diagnostieo probable de “apo- 
plejia del pancreas,” eonfirmada al dia 
siguiente por la reaceion de Wolgliemutb 
fuertemente positiva. 

3 enfermos fueron operados despues del 
fraeaso del tratamieuto medico y de establecer 
que se trataba de litiasicos biliares. La prueba 
terapeutica tiene para nosotros particular 
significado pronostieo, pues es inefieaz eo- 
munmente en aquellos casos eon lesiones muj- 
est'endidas, con destrucciones masivas del 
pancreas y degeneraciones viscerales irrever- 
sibles. En general muy pocas esperanzas 
pueden cifrarse en la operacion cuando los 
recursos medicos earecen de eficacia. Los 2 
primeros casos murieron en las primeras boras 
del iDostoperatorio y en ambos esistia destrue- 
cion masiva del pancreas y acentuada gra- 
vedad en el moraento de su ingreso. El caso 
N° 3 en eambio respondio bien al di’enaje 
biUar. En resumen: 6, de los 7 opera dos 
hieieron la pancreatitis como complicacion 
de la litiasis biliar y en todos la intervencion 
quirurgica comprobo un estasis canalicular. 
El drenaje se efectuo practicando una cole- 
cistostomia con anestesia local en la mayoria 
de ellos. En el caso N° 4 no se actuo sobre las 
vias biliares al establecerse la auseneia de 
estasis vesicular por la presion suave ejereida 
sobre el colecisto a traves de la incision de Me- 
Burney. En 7 de los enfermos aqui comen- 
tados se observe abstencionismo. En 2 casos, 
los N“ 11 y 12 se diagnostieo apoplejia de 
pancreas; en otro, el N° 10, setrato de pan¬ 
creatitis infecciosa. Los 3 curaron con trata- 
miento medico. Los enfermos 13 y 14, con 
pancreatitis de origen litiasica, mejoraron con 
ti'atamiento medico pero presentaron como 
secuela un seudo quiste que fue intervenido 
conjuntamente con su litiasis biliar; final- 
mente, los casos 8 y 9, murieron sin opera¬ 
cion. El enfermo 8 ingreso en tal estado de 
gravedad que el fallecimiento se produjo a 
las pocas boras, sin reaccionar en absoluto 


al tratamiento antishock que immediata- 
juente le fue instituido ; y el caso 9 se presento 
en el curso de una ieterieia grave, en una 
enferma emaciada y debilitada, en quien toda 
aecion eruenta no hubiera sino precipitado 
la muerte. 

Si a los casos de pancreatitis aguda de 
origen litiasico surnames los enfermos con 
seudoquistes del pancreas o pancreatitis cron- 
ica de origen biliar, no diagnosticadas en el 
memento agudo y que mas tarde fueron in- 
tervenidas por la complicacion, o simplemente 
por la litiasis biliar originaria, se concluira 
en que el procentaje de los que salvan la etapa 
aguda supera en muebo al de los que mejor- 
aron despues del drenaje quirurigo de las 
vias biliares. Esta es nuestra experieneia y 
concuerda con los resultados obtenidos por 
Walzel de Viena, Nordmann de Berlin y Von 
Haberer de Colonia. Algunas estadisticas 
consiguan resultados con el abstencionismo, 
acusando exitos realmente extraordinarios. 
EUiason y North tieuen 0% de mortalidad; 
Smeal 7,5%; Nordmann 22% y klikpelson 
7,5%. Nosotros creemos que el abstencionismo 
conducido con, el criterio expuesto anterior- 
mente, constituye la mejor conducta tera¬ 
peutica frente a un enfermo con pancreatitis 
aguda. 

KESUMEN 

14 casos de pancreatitis aguda son 
comentados en este trabajo: 7 fueron 
operados y 7 no intervenidos. 

El origen litiasico de la enfermedad 
fue evidente en 10 casos. 

3 de los 10 enfermos con pancreatitis 
por litiasis biliar fueron intervenidos 
ante el fraeaso del tratamiento medico 
y solo 1 euro. 4 de los operados 10 fueron 
por error de diagnostieo. 

De los no intervenidos 2 padecieron 
apoplepa del pancreas y 1 pancreatitis 
inflamatoria. 5 curaron y 2, que ingre- 
saron en grave seboeb, murieron. 

Hemos operado muebos enfermos 
litiasicos que pasaron su crisis aguda de 
pancreatitis sin diagnostieo y que vinier- 
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on al Hospital por nn seudoquiste o operamos durante la crisis. Nos limit, 
simplemente por una litiasis complioada amos entonces al drenaje quirurgico de 
de pancreatitis cronica fibrosa. las viaa biliares. 

Toda pancreatitis aguda que oomplioa En la mayoria de los enfermos, pasada 
una litiasis biliar la sometemos a trata- la complioacion, tratamos operatoria- 
miento medico, y solo si este fraoasa la mente la litiasis. 
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N AFFZINGrER, in 1938 pointed out 
tile fact that compression of the 
•subclavian artery could be caused 
by a tightened anterior scalenus muscle; 
and that this in turn, could cause pain 
in the shoulder radiating into the arm 
and hand. Since then, confirmatory find¬ 
ings have been reported by others. 
Ochsner, G-age and deBakey published 
a report of several patients who were 
successfully treated by section of the 
muscle. Other observers have confirmed 
these findings. 

Being familiar with the anatomy in 
this area is essential to an understand¬ 
ing of the symptomatology. The sca¬ 
lenus muscle is attached to the anterior 
tubercles of the transverse processes of 
the 3rd, 4th, 5th and 6th cervical verte¬ 
brae. From here it courses almost 
directly downward to be inserted at the 
scalene tubercle, on the upper inner 
surface of the first rib. At this point it 
lies behind the subclavian vein and in 
front of the subclavian arteiy and 
brachial plexus. The components of the 
brachial plexus lie directly behind the 
medial surface of the muscle as they 
emerge from their respective foramina. 
Occasionally, a slip of muscle passes 
behind the artery, this forming an in¬ 
verted “V” of muscle over the artery 
with the rib at the base. The sympa- 
thetics lie closely adjacent to the medial 
surface of the anterior scalenus muscle. 

A painful syndrome may be produced 
by spasm or hypertrophy of this muscle. 


When this occurs, pressure may be ex¬ 
erted upon the subclavian artery and 
brachial plexus and sympathetic fibers; 
either by direct pressure or by indirect 
pressure caused by elevation of the first 
rib. It is also possible that pressure 
may effect the subclavian vein. 

Symptoms of this syndrome may vary 
from a mild burning sensation in the 
shoulder, arm and finger, to pain of ex- 
ci-uciating intensity. Motion is not lim¬ 
ited. The pain itself may follow the 
distribution of the lateral, medial and 
posterior cords, or the entire plexus may 
be involved. Not uncommonly pain in 
the distribution of D2, D3, and even D4 
may be associated with the syndrome. 

As a result of the compression fac¬ 
tors, changes in the surface temperature 
of the arm and hand may often be ex¬ 
hibited. Temperature may be decreased, 
or even increased where the obstruction 
to the venous return exists. 

The syndrome may coexist with other 
lesions about the shoulder joint, such 
as subdeltoid bursitis. It may be trau¬ 
matic or non-traumatic. Drooping 
shoulders or other postural deformities 
may be considered a form of chronic 
trauma. 

Gage introduced injection' of the 
scalenus muscle with procaine solution 
as a diagnostic test. However, in our 
short series, there have been patients 
who obtained complete relief of pain by 
infiltration and no relief by section of 
the muscle. 
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In reporting upon, procainization of 
the soalenns anticns mnsole, observers 
state that in numerous patients they 
had obtained a Homer’s syndrome. 
Although it is true that through the 
scalenus mechanism, there may he irri¬ 
tation of the sympathetics, it is a sec¬ 
ondary effect, and infiltration of the 
muscle with procaine which results in a 
Horner’s syndrome with relief of pain, 
should not be considered evidence that 
the muscle is at fault. Sympathetic 
anesthesia appears to he an undesirable 
effect. Blocking of the cervical sympa¬ 
thetic chain is capable of relieving pain 
other than that which is scalenus anticus 
in ori^n. Another important fact is 
that infiltration resulting in a Horner’s 
syndrome produces an effect which is 
not duplicated by section of the muscle. 

To obtain a proper evaluation of this 
syndrome, we feel that the infiltration 
should he limited to the boundaries of 
the muscle, and that when a Horner’s 
syndrome is obtained, operation should 
he deferred until successful muscle in¬ 
filtration without the sympathetic effect 
has been obtained. 

Nine of our patients obtained com¬ 
plete relief from pain following injec¬ 
tion of the scalenus anticus muscle with 
procaine solution. No Horner’s syn¬ 
drome had been obtained in these cases. 
All obtained excellent results following 
section of the muscle. 

In three consecutive cases, faUnrcs 
followed cutting of the anterior scalenus 
muscle after complete relief was ob¬ 
tained by infiltration with procaine 
solution. All three had developed a 
Horner’s syndrome with the injections. 
One of those patients had a bilateral 
section. She had developed a sympa¬ 
thetic anesthesia on each side, following 
infiltration. 

A patient who was injected twice 
with procaine, developed a Homer’s 


syndrome on one occasion, and none on 
the other, obtaining complete relief in 
both instances. Section of the mnsole 
was followed by complete relief of pain. 

In another case, the muscle was infil¬ 
trated with little relief of pain. After a 
fifteen minute waiting period, we delib¬ 
erately introduced a longer needle and 
produced a Horner’s syndrome with im¬ 
mediate disappearance of all pain. 
Needless to say, this muscle was not cut. 

Concerning those patients who be¬ 
came pain-free following section of the 
muscle, and who had prior to operation 
developed a Horner’s syndrome after 
infiltration, we feel that infiltration of 
the muscle alone would have yielded the 
same results. They certainly did not de¬ 
velop a sympathetic anesthesia after 
the muscle was cut. 

Modification of our technique and dis¬ 
regarding relief of pain in the presence 
of a Homer’s syndrome gave us highly 
satisfactory results. Seven consecutive 
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Hg. 1. Ulustrating the posterior border of the 
Btemo cleido mastoid muscle. Markings denote the 
sternal and clavicular attachment. 
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Pig, 3. The right forefinger palpates the resis¬ 
tance of the first rib and can also palpate the lower 
end of the scalenus anticus muscle. 


cases were completely relieved by 
muscle section. 

We feel that errors may be avoided 
by not infiltrating too deeply and by at¬ 
tempting to make certain that the injec¬ 
tion is confined to the muscle. To this 
end ve have devised the following tech¬ 
nique. 



Pig. 2. Inde3_ and middle fingers of left hand 
straddle first rib behind clavicle, pushing the 
sterno-cleido-mastoid medially at the same time. 
During this procedure, fleang the head toward 
the painful side is often necessary. 


HYPO-NEEDLE TECHNIQUE OP SCALENUS 
ANTICUS INJECTION 

The patient's chin is turned to the 
non-painful side and the head slightly 
retracted. This brings the muscles in 
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4 The fingers of the left hand ‘^crawl'* up 
along the belly of the scalenus muscle to a pomt 
about one and a half inches above the clavicle 



this area into greater prominence. The 
lateral border of the tip of the left mid¬ 
dle finger is placed against the outer 
border of the sterno-cleido mastoid 
muscle, just above its clavicular attach¬ 
ment, trith the forefinger spaced about 



Tig 5 The muscle is held taut betireen the 
fingers, at the same tune pushing inward with 
force so that the muscle belbcs forward between 
the two fingers An ordinary % inch hypodermic 
needle is inserted full length and the procaine 
solution injected 

% of an inoh away. At the same time 
the clavicular head of the stemo-mastoid 
muscle is pushed medially. 

Pressure is made downward and be¬ 
hind the clavicle so that two fingers 
straddle the first lib near the insertion 
of the scalenus muscle. The first rib can 
be further palpated by the index finger 
of the right hand. Prom this point up¬ 
ward the course of the muscle can be 
followed. Maneuvering the head with 
the free hand alternately flexing and ex¬ 
tending the mnsoles, will help while pal¬ 
pating. 

When the insertion of the muscle is 
well localized, the two fingers ‘‘crawl” 
upward along its belly to a point about 
inches above the clavicle. The 
muscle is then confined to the space be¬ 
tween two fingers, and with inward 
pressure is held taut, so that the muscle 
bellies outward between the two fingers. 
An ordinary % inch hypodermic needle 
is inserted full length into the muscle 
and the procaine solution injected. 

Three cases in particular are worth 
surveying. A veterinarian ‘tpred 
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veve pain in the right shoulder, arm 
and hand for 8 months which had be¬ 
come progressively worse. He had un¬ 
dergone previous treatment including 
manipulation under anesthesia. The his¬ 
tory was irrelevant except for an oper¬ 
ation for a calcified “bursitis” on the 
left side several years ago. Pain in¬ 
volved the entire brachial plexus distrib¬ 
ution including the level down to 1)3. 
The entire arm was tender including the 
hand. The fingers were puffy and one 
half again the size of the fingers of left 
hand. The palm of the hand had a mot¬ 
tled appearance, and felt warmer than 
the other hand. Surface temperature 
readings with a thermocoui^le showed 
the right hand to be 1.5° higher than the 
left. The muscles of the arm were 
atrophic from disuse. Eeflexes were 
normal. 

The patient was unable to abduct his 
arm to any appreciable degree without 
severe pain. Pain was ever present and 
he had lost 18 pounds of weight. 

At his initial visit, he was injected at 
Dl, D2 and D3 paravertebrally, the re¬ 
gion of the subdeltoid bursa was infil¬ 
trated, and a brachial plexus block 
performed. Within several minutes 
pain and tenderness had almost com¬ 
pletely subsided. Scapular motion was 
free and paialess, whereas previously 
it was qpite painful. Abduction of the 
arm was increased, but at a certain 
point became painful and difficult due 
to adhesions. 

Coley’s Fluid was administered intra- 
cutaneously over the bursal area for its 
counter-irritant and protein effect. 
After several treatments the patient 
was markedly improved. He was ad¬ 
vised to return home and report back 
in a week, at which tune he reported 
that he had remained markedly im¬ 
proved for several days when the pain 
in the lower arm returned with its for¬ 


mer severity. The pain in the deltoid 
region remained improved and abduc¬ 
tion was considerably better, the pain 
and tenderness of D2 and D3 had not 
recurred, scapular motion was markedly 
improved. The pain in the arm and 
hand, however, was intense. 

Re-examination showed that tension 
against the scalenus anticus muscle 
was extremely painful. The muscle was 
infiltrated with 2% procaine solution 
and immediate relief of pain was ob¬ 
tained. 

The patient was admitted to the hos¬ 
pital for section of the muscle. At oper¬ 
ation, the muscle was foimd to be taut. 
The subclavian vein was markedly di¬ 
lated, one and one-half times its normal 
size, just lateral to the first rib. Section 
of the muscle was followed by immedi¬ 
ate relief of pain. Three weeks after his 
discharge from the hospital he returned 
with very little pain, stating that it was 
gradually disappearing, and that he 
had resumed his office duties. The thick¬ 
ening of his fingers, the inability to 
maneuver them properly, the normal 
reflexes, and the dilatation of the sub¬ 
clavian vein, all tend to point to the 
fact that the changes were due to 
chi’onic passive congestion. In 2 months, 
these changes had almost completely 
disappeared. At this time equal surface 
temperature readings were obtained. 

J. C. Male, Age 49. Complaint: Pain 
left side of head, shoulder, arm and 
back. Duration 3 years. Tripped and 
feU—awoke in the hospital with no 
memoiy until a week following admis¬ 
sion. Dizzy, headache, loss of sense of 
smell and taste and deafness in left ear 
which later disappeared. Complains of 
pain left side of the cheek and below the 
ear and the occiput left side. Positive 
Romberg. Anesthesia to pain over en¬ 
tire left side of face and neck extending 
down to level of 3rd rib. Pain when ro- 
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fating the head to right shoulder, pain 
shooting into the left arm, chest, neck 
and back, associated with numbness 
and tingling of the hand. Reflexes all 
present and active. No atrophy. Dimin¬ 
ution of power of left arm and move¬ 
ment of left shoulder. Sense of vibra¬ 
tion and position normal. Left central 
facial palsy. No definite organic basis 
for anesthesia. Thought to have had 
syphilis although serologic tests proved 
to he negative. Four hospital admis¬ 
sions, two encephalograms. 

Examination revealed marked ten¬ 
derness, at the level of the 2nd cervical 
vertebrae at which point pain radiated 
to a point behind and above the left ear. 
Marked tenderness of the left shoulder 
girdle with pain and tenderness of the 
entire arm. The grasp of the left hand 
was weak as compared to the right 
hand. Oscillometric readings of left 
radial and brachial pulse were approx¬ 
imately one-half of that obtained on the 
right side. Thermocouple readings 
showed the left hand to be 4° lower than 
the temperature obtained on the right 
hand. Marked sensitivity at lower end 
of anterior scalene muscle. The latter 
findings were checked on four different 
occasions and were found to be con¬ 
stant. There was tenderness of the left 
chest wall down to the level of the 4th 
dorsal nerve. In the low back region 
there was marked tenderness of the der¬ 
matomes involving D12 and Ll. He also 
complained of sciatic radiation which 
was associated with tenderness. 

Treatment consisted of infiltration of 
the occipital nerve, brachial plexus, 1st 
to 4th dorsal neiwes, neive roots of 
the dorso-lumbar spine, and the sciatic 
nerve. Prompt improvement followed 
each injection and at the end of one 
month patient was discharged and able 
to return to work. He returned with a 
complaint of heaviness, numbness, and 


tingling in the left arm, and twinges in 
the left side of the face and occiput. In¬ 
filtrations of the scalenus anticus 
muscle on several occasions gave imme¬ 
diate relief of pain. A short while later 
his scalenus muscle was severed. 

Following operation, the slrin surface 
temperature returned to normal within 
24 hours. The feeling of weight and 
tingling in the left arm also completely 
disappeared. The pain of the occiput 
and left side of face was also completely 
relieved. Oscillometric readings were 
normal 8 days after operation. The pa¬ 
tient made a complete recovery. 

Diagnosis: Post-traumatic neurosis 
and concussion state. Neuralgia involv¬ 
ing nerve roots C2, brachial plexus, 
dorsal roots 1, 2, 3, 4, 12, scalenus anti¬ 
cus syndrome, Ll and sciatic nerve, 
tranmaticin origin. 

In one patient who sustained frac¬ 
tures of the left transverse processes of 
C4 and C5, and of the spinous processes 
of C6 and 07, and Dl, the only complaint 
of pain was slightly to the left of the 
spinous process of Dl. He had a dilated 
left pupil, weakness and atrophy of the 
muscles of the left arm. The reflexes 
were diminished. 

The area of complaint showed no evi¬ 
dence of tenderness. Extending the 
head and forcing the head away from 
the shoulder at the same time, dupli¬ 
cated his pain. Palpation of the 
scalenus anticus muscle caused sharp 
radiation of his pain to Dl, exactly at 
the area of complaint. Oscillometric 
readings were diminished at the left 
brachial artery as compared to the 
right. The sKn surface temperature 
was reduced. Infiltration of the muscle 
with procaine stopped the pain, and 
eased the headache. The dilated pupil 
remained unchanged. The patient ob¬ 
tained such marked relief from repeated 
infiltrations that operation 
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ferred. Increased muscle tone and 
strength of Hs grip was reported by the 
patient, and be was able to return to 
work. 

It would appear that a tightened 
scalenus anticus muscle may cause a va¬ 
riety of symptoms. The usual picture is 
one of brachial plexus neuralgia. This 
may also include pain and tender¬ 
ness down to the level of D4 or perhaps 
D5. In one patient heaviness, numbness 
and tingling of the arm and band was 
the predominating symptom. It ap¬ 
pears also that it may cause facial pain 
referred by way of the cervical sympa- 
thetics. In the instances in which this 
finding was observed, the facial pain 
was not associated with tenderness. 

SUMMABY 

(1) The authors stress the impor¬ 
tance of familiarity -with anatomy as 
essential to understanding of the symp¬ 
toms of this syndrome. 

(2) The symptoms of the condition 
are described. 

(3) The value of various treatments 
is discussed. 

(4) A series of cases are reported 
with the results obtained following in¬ 
jections of the scalenus anticus muscle 
with procaine solution. 


(5) An evalaation of the various 
foims of treatment is presented. 

(6) The technic and results of the 
authors’ treatment is described. 
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SUMABIO 

(1) Los autores hace enfasis de la im- 
portancia de la familiaridad con la 
anatomia como esencial para entender 
los sintomas de este sindrome. 

(2) Los sintomas de la condicion son 
descritos. 

(3) El valor de tratamientos variados 
es discutido. 

(4) Una serie de casos son reportados 
con los resultados obtenidos siguiendo 
inyecciones del musculo escalenus anti¬ 
cus con solucion de procaina. 

(5) Una evaluacion de las varias for¬ 
mas de tratamientos es presentada. 

(6) La teonica y resultados del trata- 
miento del autores es descrita. 


See next issue announcing publication of PEO- 
CEBUINGS OF THIRD INTERNATIONAL ASSEM¬ 
BLY OP THE INTERNATIONAL COLLEGE OP 
SURGEONS containing over 100 scientific papers pre¬ 
sented at the Assembly. 
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T he evolution of the accepted oper¬ 
ations used in tuberculosis of the 
lungs has been a natural develop¬ 
ment because of the failure of medical 
treatment to arrest the disease in many 
cases. A milestone Tvas reached when 
surgery was proposed in the treatment 
of taberculosis. 

It is obvious that it will be impossible 
to cover the entire field of surgical 
therapeutic measures for the cure or 
arrest of pulmonary tuberculosis. The 
various operations that have been used 
are those on the phrenic nerve causing 
complete or temporary paralysis, pneu¬ 
monolysis (the cutting of adhesions), 
extrapleural pnerunothorax, and api- 
colysis followed by the injection of air. 
The operation of plombage after an 
apicolysis, in which paraffin, gauze, or 
muscle is used to apply the necessary 
compression, has practically been dis¬ 
carded. The operations mentioned above 
have been very popular at various times 
in the history of the evolution of col¬ 
lapse therapy. 

However, the operation of thoraco¬ 
plasty has been used continuously since 
Wilms and Sauerbruch originated it. 
Prom the very simple procedure of re¬ 
moving small portions of the second to 
eleventh ribs, there has been developed 
a modern operation of thoracoplasty in- 

•Presented nt the International Assembly of the In¬ 
ternational College of Surgeons, Mexico, D. F., 
August, 1041. 


eluding the procedure as advocated by 
Semb. This paper, therefore, will be 
devoted to a consideration of the results 
of three and a half years experience 
with the operation of thoracoplasty as 
performed in the Tuberculosis Sanato¬ 
rium at Hamburg, Pa. It does not in¬ 
clude reports of seven and a half years 
of active surgery on the tuberculous as 
performed in the Philadelphia General 
Hospital. These oases will he reviewed 
in an additional presentation. 

A SIDDY OP THOBACOPLASTIES 

The value of the modem, postero¬ 
lateral thoracoplasty in the treatment of 
pulmonary tuberculosis is now well 
established. It is not the purpose of 
this report to introduce any modifica¬ 
tions of this procedure, but to record 
our experience with the operation dur¬ 
ing its use at the Pennsylvania Tubercu¬ 
losis Sanatorium, Hamburg, Pa., from 
May, 1937, to November, 1940. 

The patients operated upon were 
taken from the two other State Sana¬ 
toria, as well as our own, since the sur¬ 
gical department here was the first of 
the three to be organized. Patients 
transferred for operative work were 
returned to the institution which re¬ 
ferred them, for convalescence and fur¬ 
ther medical care. 

The series of cases reviewed is com¬ 
posed of 111 patients, who received 2G2 
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operations, an average of 2.35 stages 
each. Two of these individuals had 
chronic, post-pneumonic empyema, and 
were classified as non-tuberculous. 
Thirteen others were not included in 
most of the studies because they were 
still in the immediate post-operative 
period, or were waiting for additional 
operations. In the preparation of the 
following-tables, as many of the remain¬ 
ing 96 patients as possible were-included 
in each phase of the study. The number 
varies according to the completeness of 
the clinical record in each subject. The 
results of operation are based upon re¬ 
plies received from questionnaires sub¬ 
mitted to staff physicians at sanatoria 
or clinics attended by each patient at the 
waiting of this report. A few returns 
were made by the patients themselves. 

The conventional method of studying 
results according to the presence or ab¬ 
sence of tubercle bacilli in the sputum 
has not been used, because it does not 
take into consideration the physical con¬ 
dition. A patient may have negative 
sputum, and still be a physical or res¬ 
piratory cripple. The classification sug¬ 
gested by the National Tuberculosis 
Association was also not considered 
satisfactory in estimating results over 
a relatively short period of time, as 
covered by this report. A combination 
of the two methods seemed to be more 
suitable. The eases have been placed 
in three groups: 

1. Satisfactory'’ — those who are 
arrested, apparently arrested, 
quiescent with negative sputum, 
and improved with negative 
sputum. 

2. “Improved”—^those whose sputum 
remained positive, although their 
condition otherwise improved. 


3. “Unsatisfactory”—all deaths, and 
those who remained unimproved 
or became worse, irrespective of 
sputum conversion. 

A case was considered successfully com- 
IDleted when no open cavities were dem¬ 
onstrated by Potter-Bucky x-ray exam¬ 
ination, repeated examinations of con¬ 
centrated sputum wei'e negative, and 
the ^ clinical condition of the patient 
justified this assumption. 

Before selection for thoracoplasty, 
each patient received a laboratory study 
to detei*mine the blood count, vital capac¬ 
ity, Wassermann reaction, basal meta¬ 
bolic rate, and venous pressure. Gen¬ 
erally, a rital capacity of one liter or 
less was considered to be a contra¬ 
indication to operation. However, occa¬ 
sionally this figure was disregarded 
4vithout later regret, if the respiratory 
i*eserve was deemed adequate from the 
clinical standpoint. A thorough cardiac 
study, including an electrocardiogram, 
was done in each ease. During the past 
year, bronchoscopic examinations have 
been included in the routine study. Our 
experience has lead us to believe, with 
Alexander, that thoracoplasty is rarely 
justified in the presence of progressively 
ulcerating, stenotic, or bronchiectatic 
lesions (1). 

Approximately 85 per cent of the pa¬ 
tients received some form of collapse 

TABIE 1. PHEVIOTIS CGULiPSE -ffiERKFlf 
KCTD_ HO. OF CABEa 


PTCnuOIHORAX OH SAME SHE 90 

PSETKOTEORAX ALOHE ' -64 

" TTITK PHEDMCKfOLYSrS -^9 

" EHEEIIIC A}rO " - 2 

” WITH OIESa COUAPSE -IS 

PHEOMOTECRAX oh opposite SIDE 1 

FHETCOPERlIWEtnA 1 

HCrSAPLEtlPAl. FHEUUOIHQEAX OH SAME SIDE 2 

PLCMBACE OH SAME SICE 1 

mCHACQPLASTIES BEGDH ELSEWHERE * 

TOTAL 98 
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therapy on the same side prior to thor¬ 
acoplasty (Table I). 

Operation was seldom attempted un¬ 
less artificial pneumothorax had been 
tried, and found to be unsuccessful or 
ineffective. Pneumothorax and other 
minor collapse procedures, although un¬ 
successful in converting the 'sputum, 
frequently improved the physical condi¬ 
tion of the patients so that they were 
then better able to undergo major 
surgery. 

Thoracoplasty was ■withheld from 
those who had ineffective pneumothorax 
until the lung re-expanded, so that oper¬ 
ation would not be performed over a 
free pleural space. However, this ideal 
situation could not always be attained. 
In some oases the lung failed to re¬ 
expand completely due to fibrosis of the 
atelectatic and tuberculous areas within 
the lung, as well as thickening of the 
pleura (2). When pneumothorax was 
discontinued, still others had an acute 
exacerbation of disease, which demanded 
immediate operation to control it. 

Porty-six males and 65 females were 
operated upon, a ratio of 2:3. Eeports 
from other clinics vary as to the dis¬ 
tribution between the sexes; usually the 
division is about equal (3). The rela¬ 
tively low number of men in our series 
may be explained by the presence of 
many cases of anthracosUioosis in the 
male patients of the Pennsylvania State 
Sanatoria. In our experience, this con¬ 
dition seldom permits effective collapse. 
It is also our impression that females 
are more willing to accept surgical treat¬ 
ment. 

Only six negroes are noted in the 
entire series. This figure is dispropor¬ 
tionately small when compared with the 
number of colored patients in our insti¬ 
tutions (14 per cent). Negroes here 
seem to have a more unstable form of 


tuberculosis, as well as more extensive 
lesions at the time of admission. 

The youngest patient was sixteen; the 



AQES A2ES ACES ACEd ACS^ 

ie-20 21-2S 26.SO 31-SS S6-40 *UiS 


10 SI 42 IS 9 S ( 
SfcSES CASES CASES CASES CASES CASES 



BICKT StOS UK 3I0E 

49 CASES A* CASES 


□ 



SAIISPaS'GRT »n4 


liPrtlireS (runtsd lot Souttn FOXltlra 


S2 

14 


mATlSfJCTCRr (fnl 2« 


or elitu* unh.oa»n 
Jeo riseul for eonsld*r«tJon 

Script ihercolois 


oldest, 46. The majority were between 
21 and 35 (Table H), -n'liioh is'acknowl- 
edged to be the most fuM.i ;l. 

No arbitrary age limit 
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cases accepted for operation; however, 
all of our patients beyond the age of 
46 had chronic lesions offering a life 
expectancy not likely to he lengthened 
by surgery, or had unacceptable cardio¬ 
vascular systems. 

More patients received the operation 
on the right side than on the left (Table 
III). The clinical results and mortality 
rate were fotmd to be more favorable 
in the right-sided cases of our series. 
This is in disagreement with Jessen, 
who states that a higher mortality occurs 
in right-sided cases, due to the greater 
effect of collapse on the thin-walled 
thoracic veins on the right, than on the 
thick-waUed heart (3). 

No limit was set for the duration of 
disease considered acceptable for thor¬ 
acoplasty. However, our figures approx¬ 
imate Urquhart’s (4). "We also agi’ee 
that those who have had, the disease 
from two to ten years are most apt to 
have a successful result (Table IV). 
The more acute, and consequently less 
stable, lesions do not respond well. It 
is a mistake, however, to wait too long 
for a lesion to become chronic. The 
danger of spread and the development 
of complications outweighs the advan¬ 
tage of operating over a more produc- 
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tive lesion (5). The very chronic, and 
therefore extremely fibrotic, lesions also 
produce less favorable results, due prob¬ 
ably to the resistance to collapse offered 
by the dense underlying lung, 

^ The number of lesions of long dura¬ 
tion may be unusually large. This is 
because the series repi'esents an accumu¬ 
lation of cases over a period of years. 
No thoracic surgery was done in the 
Pennsylvania State Sanatoria prior to 
May, 1937; consequently many patients 
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have had to wait longer for a thoraco¬ 
plasty than they will now that facilities 
are available. 

It is preferable to operate on patients 
with non-toxic lesions. However, we 
believe mth others (6) that thoraco¬ 
plasty may be justified in the presence 
of a clinically active lesion when no 
other less serious procedure gives prom¬ 
ise of benefit. Naturally, the results are 
not as good in the latter group, although 
the difference is surprisingly small 
(Table V). The arrangement of pa¬ 
tients in this table corresponds to the 
classification proposed by the National 
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Tuberculosis Association. “We bad no 
patients in Group “0” wbo received 
the operation. 

Serious tuberculosis complications 
were present before operation, singly 
or in combination, in 14 patients (Table 
VI). Good results were obseiwed in two 



of these conditions, uninised tubercu¬ 
lous empyema and non-progressive 
tuberculosis of tbe larynx, Tboraco- 
plasty was done on five patients with 
known ulcerating, stenotic, or bronoi- 
eotatic lesions of tbe bronchi. Tbe re¬ 
sults obtained in this group were not 
good; tbe sputum remained positive in 
each case, although tbe physical condi¬ 
tion of two of the patients improved. 
At this time no definite statement can 
be made as to tbe effect of tbe operation 
on mixed tuberculous empyema, since 
two of tbe three cases done require fur¬ 
ther surgery to obliterate tbe pleural 
cavity. However, tbe end-results of con¬ 
servative treatment of this condition arc 
notoriously bad. We believe we are 
justified in assuming from tbe results 
of others (7) that thoracoplasty offers 
these patients more hope of a successful 
outcome. Eesidual pleural space from a 
previous artificial pneumothorax on tbe 
same side was obliterated by absorption 
or aspiration ■withont untoward effect 


in aii eight patients who bad this con¬ 
dition. 

^ Tbe patbolopo nature and distribu¬ 
tion of tbe lesions in tbe case selected 
varied considerably. Ail bnt one bad 
one or more cavities in tbe bemolateral 
lung. Tbe sputum was positive in each 
case. 

For the purpose pf studying tbe ex¬ 
tent of tbe lesions, each lung was divided 
horizontally into thirds. Tbe results of 
operation according to tbe distribution 
of the lesion on the side operated upon 
is summarized in Table VII. The char¬ 
acter of the lesions is not taken into 
consideration by this method, record 
being made only of the portions of the 
Inng containing tuberoulons deposits. 
Fully 69 per cent of tbe patients had 
extensive lesions involving two-tbirds 
or more of tbe lung on the side operated 
upon. As would be expected, the more 
successful results were obtained in the 
less extensive lesions. 

Tbe number of lesions limited to tbe 
lower third was too small to furnish 
conclusive evidence of tbe value of the 
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operation in disease of tMs type. How¬ 
ever, three of the fonr eases in onr 
series having- this distribution attained 
successful closure of their cavities and 
negative sputum. One was improved. 

Over 80 per cent of our patients had 
bilateral disease. The great majority- 
had only a stable, productive lesion lim¬ 
ited to one-third or less of the contra¬ 
lateral lung (Tables VHI and IX). 
However, 12 others had exudative 
lesions in the opposite side, and four 
of the earlier cases were cavernous. 
Naturally, these patients did not do so 
well as those with slight or no lesions 
in this lung. 
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The achievement of the best results 
in cases with more extensive involve¬ 
ment of the opposite lung is paradoxical. 
However, the number of cases having 
two-thirds or more of this lung involved 
is too small to be conclusive. It should 
be repeated that this method of study 
does not take into account the character 
of the lesions, only their distribution. 
Our figures indicate, however, that the 


pathologic nature of the lesion in the 
opposite lung is more important than 
the extent of its distribution. 

For these bilateral cases, it has been 
our practice to induce intrapleural 
pneumothorax to control the contralat¬ 
eral lesion before establishing extra¬ 
pleural pneumothorax .on the more 
extensively diseased side. Lately 
thoracoplasty has been used in this type 
of case in preference to extyapleural 
pneumothorax, with apparently better 
results. 

It is evident from the foregoing dis¬ 
cussion that the indications for thoraco¬ 
plasty in our clinic have been rather 
elastic. We have accepted many unfav¬ 
orable cases, in the hope of salvaging 
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some who woiild otherwise face an al¬ 
most hopeless outlook. 

Before operation, the patients have 
been permitted to be up for a few daj^s 
to improve the tone of their cardiovas¬ 
cular systems. In addition to the usual 
preparation prior to other major oper- 
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ations witli general anesthesia, an im¬ 
mediately pre-operative prophylactic 
drainage rvas practiced routinely. All 
operations were performed with cyclo¬ 
propane anesthesia, which was found 
to he very satisfactory^ particularly in 
those cases with reduced vital capacity. 

The modern, postero-lateral, multiple 
stage thoracoplasty was used in every 
case. The usual pavasoapular incision 
was employed, with extension forward 
and downward when necessary. The 
first rib was always removed completely. 
The number and lengths of the subse¬ 
quent ribs varied according to the indi¬ 
cations. Seldom were more than three 
ribs removed at one operation. Forraa- 
linization of the periosteum following 
removal of tho upper three ribs at the 
first stage was practiced, hut avoided 
at the following stages because of the 
danger of paradoxical motion. Tho in¬ 
terval between stages was usually four 
weeks, although occasionally this period 
was rednood to three or oven two weeks 
when the condition of the patient was 
particularly good. 

An attempt was made to study tho 
results obtained by apioolj'sis and re¬ 
moval of the transverse processes. How¬ 
ever, factors other than those frequently 
influence the results of operation, so 
that interpretation of the figures com¬ 
piled in a small series of oases such as 
this must he made with caution. It will 
bo noted in Table X, for example, that 
hotter results were achieved when the 
ribs alone were resected, than when 
apicolysis or removal of the transverse 
processes was done. At first glance, it 
would seem, therefore, that the latter 
procedures contributed nothing toward 
.a favorable outcome. However, most 
cases receiving those operations had 
more favorable lesions than tliose in 
which only the ribs Were resected. For 


this reason alone, they could be expected 
to yield less favorably to collapse. Tho 
most successful group was a small one 
of five patients who had a partial scap- 
ulecfomy. This procedure was done only 
for those lesions of limited extent which 
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were expected to be offootively collapsed 
by two stages. 

Folio-wing operation, the patients were 
returned to bed, .and kept in the Tren¬ 
delenburg position for twenty-four 
hours, to prevent shock and encourage 
drainage of the bronchial seorotions. 
Their position -ivas changed periodically 
to permit gravity to act npon all seg¬ 
ments of tho hronohial tree, although 
they were not permitted to remain for 
any considerahlo lengtli of time on the 
sound side, because of the dniigor of 
contralateral spread. During the ontii-c 
post-operative period, tho patients were 
instructed to spend most of their time 
lying npon tho side operated upon, in 
order to increase the collapse of the 
chest wall by the weight of the body, 
and to prevent the formation of excess¬ 
ive scoliosis. When lying on their 
hades, a s.and hag was placed upon the 
anterior chest, Fluid.s wore given intra¬ 
venously and subcutaneously until the 
cessation of post-operative nausea' and 
vomiting, which were, incidoi’f-'’ so’ 
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dom marked. Blood transfusion was 
given almost routinely for its tonic 
effect, as well as for the prevention and 
treatment of shock. Fluids and food by 
mouth were permitted as soon as toler¬ 
ated. Oxygen therapy has been admin¬ 
istered when indicated. Opiates were 
given only when necessary to control 
pain. Their use was usually limited to 
the first few days, since their sedative 
effect on the cough reflex was believed 
to favor retention of sputum and spread 
of the disease. 

As a rule, the patients were permitted 
out of bed on the fourteenth day for 
bathroom privileges and to exercise 
their cardiovascular systems. At the 
end of the third week, each case was 
again discussed at conference, and a 
decision was made on the basis of physi¬ 
cal condition, repeated sputum analyses, 
and the x-ray appearance of the chest 
whether to produce further collapse, or 
advise a prolonged period of bed-rest 
and observation. 

If the collapse was apparently effec¬ 
tive, the patient was transferred to the 
medical wards for convalescence. A 
period of at least six months’ bed-rest 
was advised. The patients received from 
other State Sanatoria were returned to 
these institutions to complete their con¬ 
valescence after a period of observation 
here. 

When the sputum remained positive 
following thoracoplasty, and the collapse 
was judged to be adequate, the patient 
was usually kept at complete bed-rest. 
Not infrequently we were gratified to 
find the sputum become negative on this 
regime. Sometimes several months 
passed, however, before success was 
achieved. Occasionally, when the source 
of the tubercle bacilli was found to be 
in the lower portion of the lung, paral¬ 
ysis of the diaphragm by phrenic nerve 


interruption succeeded in converting the 
sputum (Table XI). However, when a 
residual cavity was evident, a revision 
was done with excision of re-formed 
bone. This procedure has not produced 
gratifying results so far in our clinic. 
In only one case can it be judged to have 
been successful. Spread of tuberculosis 
in the opposite lung occurrred in a num¬ 
ber of cases. In six of these, the lesion 
was thought to be susceptible to control 
by phrenic paralysis or artificial pneu- 

TABLE 11.'EFFECT OF SOBSEQUEIfX COLLAPSE IHERAPT 


OW THE aESlTLTS OF TF.ORACOFUSTY 
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mothorax, but only two of these patients 
responded favorably to treatment. 

To summarize: the results of collapse 
therapy following unsuccessful thoraco¬ 
plasty are not encouraging. 

Post-operative complications, occur¬ 
ring singly or in combination, are listed , 
in Table XII. The most common, and 
apparently the least serious complica¬ 
tion, was pneumothorax induced by ac¬ 
cidental tear of the parietal pleura at 
operation. The air disappeared by ab¬ 
sorption or aspiration in every case 
without further incident. Wound infec¬ 
tions were seldom seidous, except when 
due to tubercle bacilli. The latter infec¬ 
tions of the chest wall have not re¬ 
sponded well in our hands. Complica¬ 
tions were found most often after the 
first stage (18 per cent), and almost as 
frequently after the second stage (16 
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per cent). Difficulty of this kind was 
seldom experienced after other stages. 
Mortality rates were studied on the 
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basis of cause as well as time relation¬ 
ship (Table XllI). Ten patients died 
within the first days from conditions 
direotty attributable to the operation. 
The operative mortality was placed, 
therefore, at 9 per cent. There were two 
deaths from massive hemoptysis which 
occurred in the immediate post¬ 
operative period, and were termed 
“tuberculous.” These were possibly 
precipitated by surgery. The leading 
cause of death, in our series as well as 
others (8), was found to be cardio¬ 
respiratory failure. This was usually 
due to shock or respiratory insufficiency 
from massive atelectasis. All late deaths 
were from progression of tuberculous 
lesions in the lungs and elsewhere. The 
total mortality from all causes in the 
three-and-a-half-year period was 16.2 
per cent. 

It is interesting to note the effect of 
the operation upon a number of common 
physical symptoms (Table XW). For 
example, 89.1 per cent of the surviving 
patients still had some cough and ex¬ 


pectoration at the time of this report. 
Only 10.1 per cent reported a complete 
absence of sputum. The usual amount 
of sputum was stated to be about half 


TABLE 18, TEE CAUSES 0? DEAIS FCTUyTOfC 
IHORICOPUSTT 

SilRfiXCAL CECES >- 10 CASES 
lUtQUtS 10 CASES 

1. SEUOBBHAGS, 8 HOOSS POST^QFQUZIVELY. 

2. SHOCK, U HOtJRS POST.OPmirVELT, 

3. S'SOCK Alio ATELECTASIS, 14 'HOURS POST - 
OPEBAIIVELY, 

4. SHOCK,. 16 HOTO^ POST-OPBRAIlVELr. 

£« DtSOLlSU, 1 OAT POST-OPERATI JELt, 

6. ClRCULA'TOflY FAILURE , 1 DAY POST- 
OPKf-j^TlVELY. 

7. ClScVUTORY PAlLURE, S DAYS POST- 
OPERAIIVELY. 

B, DrtO ISl!, 8 DAYS POST-OPBIAIIVELY. 

9. CASDIO-RESPIRATORY PAlUJUE, 5 DAYS 
POST-.OPERATIVELY. 

10. CARDIO-RESPIRATORY FAILURE, 10 DAYS 
PO.,T OPERATimY. 

0. UIo > NO CASES 


TUBSRCULOUS DEATHS — 7 CASES 
«. IIUEDIATE • 2 CASES 

11, HEMOmsiS, 10 HOURS POST-OPESIA. 

TiVELY. 

12. ECSOmSlS, 11 BOORS POST-OPEW- 
tlVELY. 

b, LATE > 6 CiSiS 

IS. TU3ERC. laarsciits, lo wbess post- 

OPEIlATIVa,Y. 

14. TUBEHC. fiROhCBOPStUUC&:U, 11 RESAS 
post-operatively. 

IS.IOBESC. ERhMCHOPXtUUCMTA, S UOlITtS 
P0ST-0PE3UIIVSLT. 

le.CCTSltALIAED TUBSRCOIOSIS, ij TUARS 
POST-OPERAlIVfXY. 

17, FOLLORIHG SEPHP-ECTtKY FOR RSllL 
TUBERCULOSIS, 8 YEARS POST -OPERA¬ 
TIVELY. 

OTHER DEATHS — 1 CASE 

le. BROHCHOPNEUliOHIA DOS TO 

IXOODIHG OF UmO THROUGH A 
BRONCHOELBURAL FISTULA BY NON- 
TUBERCULOUS, IMPmilC BUS, 6 
weeks POST-OPERATIVELY* 

SURCIGAI. MORTALlTy - 9.0^ (10 
DEATHS m 111 PATIENTS) 

TOTAI. MORTALITY - 16.2)5 (18 DEATHS 
lit 111 PATIENTS. 


an ounce daily. Inasmuch as this sputum 
was consistently negative in the cases 
included in the group termed “good 
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result/’ its source was concluded to be 
bronchial (9). 

It may also be noted from examination 
of Table XIV that only 50 per cent of 
the patients report a gain in weight over 
the pre-operative level. This can be 
explained by the fact that most patients 
reached a normal weight prior to oper¬ 
ation. The’apparent decrease in weight 
by 41.3 per cent is due to several factors, 
such as the number still regaining the 
loss of weight directly due to operation, 
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those who continue to lose weight be¬ 
cause of progression of tuberculosis, 
and those who have lost some of the 
excessive weight induced by prolonged 
bed-rest on resumption of exercise. 

Of the whole number, 46.8 per cent 
reported as having no dyspnea whatso¬ 
ever. The remaining patients stated that 
they had slight shortness of breath, and 
that, only on exertion. Few had suflS- 
cient dyspnea to be annoyed by it. 

The complete results of thoracoplasty 
in our tuberculous patients are sum¬ 
marized in Table XV. The “satisfac¬ 
tory” group comprises 60.2 per cent of 
the total; the “improved” and “unsat¬ 
isfactory” groups account for the bal¬ 
ance. The prognosis of the patients 
included in the first group is quite good; 
in the second, the outlook is questionable, 
and those classified as “worse” will 
almost certainly die of their disease 
sooner or later. In all fairness to the 


operation, it must be stated that some 
of the patients in the “improved” group 
may eventually be saved either by addi¬ 
tional collapse therapy or by further 
i*est. Five are still under consideration 
for further active treatment. Then too, 
five patients in the last two groups re¬ 
fused further surgical treatment, so 
responsibility for their condition cannot 
be laid on the surgeon. 

Comparison of the results achieved 
by thoracoplasty in different clinics is 
difficult for various reasons. ISTo unifonn 
method of classifjdng patients has been 
adopted in reports reviewed in the liter¬ 
ature. The most common procedure is 
to evaluate the effect of the operation 
on the rate of sputum conversion in the 
surviving patients. On this basis, 75 
per cent of our patients may be said to 
have had a successful operation (Table 
XV). The results obtained in two of 
the leading clinics in the country are 
as follows: Alexander and Haight report 
93.4 per cent of their living patients to 
have closed cavities and negative spu¬ 
tum due to the modern postei'o-lateral 
thoracoplasty (10). O’Brien’s results 
are reported as 81.65 per cent from the 
same type of operation (11). 

Another factor which adds to the dif- 
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fioulty IS the selection of oases Natn 
rally, those who limit the operation to 
patients with less extensive lesions will 
have more favorable resnlts, although 
some patients wih then he denied the 
benefit of a life saving procedure It 
may be pointed out heie again that we 
have a large percentage of very far 
advanced oases at this institution (80 
per cent), from which our selection must 
he made 


However, approximately thiee weeks 
later difficulty with drainage was exper 
lenced and pus accumulated in the 
pleural cavity, inth the development of 
a bronchopleural fistula Due to a com 
bmation of narcosis and anesthesia 
preparatory to rib resection foi im 
provement of drainage, flooding of the 
lung by puiTilent secretions occuiTcd 
The patient died one week later fiom 
generalized hronchopneiimoma 
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The two non tuberculous empyemas 
were preceded by typical lobar pneu 
monia Eepeated examinations, includ 
lug cultures, of the pus fiom the pleural 
space failed to show tubercle bacilli Both 
cases had prolonged inadequate dram 
age hefoie entering the mstitution The 
first had a modified Schede and a two 
stage thoracoplasty, limited to the lower 
portion of the chest, which suceessfullv 
obliterated the pleural space Three 
months after the last opeiation, the 
Wound was entiiely healed and there 
was no recurrence of the empyemic 
fluid The second patient had a first 
stage thoracoplasty, with removal of the 
uppermost three ribs, without incident 
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The lesiilts achieved by thoracoplasty 
have so far been quite stable (Table 
XVI) Indeed, the percentage of oases 
wath negative sputum has inoi eased with 
the passage of time 
At the time of this report, most of our 
patients who have been operated upon 
are still confined to sanatoria (Table 
XVH), the percentage decreasing as 
the length of time since operation in 
creases Only 8 3 per cent of these pa 
tients remam m bed after two years, 
91 7 per cent of the patients are on ex 
crcise preparatory to their discharge, 
or arc working either at home or in the 
institution to which they letnrncd fol 
lowing their operation 

COKOLUSIOX 

One bundled and eleven patients liaie 
undergone thoracoplasties of the mod 
ern postero lateral type during the first 
three and a half years of thoracic sur 
gery at the Pennsvivama Tubercnlosis 
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Sanatorium. Tiie indications for oper¬ 
ation have been rather elastic, and the 
percentage of eases with bilateral dis¬ 
ease has been rather high (80 per cent). 
However, the result of operation was 
“satisfactoryin 60.2 per cent, ''im¬ 
proved” in 15 per cent, and “unsatis¬ 
factory” in 24.8 per cent. The total 
mortality rate was 16.2 per cent, the 
operative mortality, 9 per cent (3.8 per 
cent per stage). Seventy-five per cent 
of the surviving patients had negative 
sputum at the time of reporting, three 
months to three and a half years after 
operation. 
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HESUMEN 

El perfeecionamiento de Jas opera- 
eiones quirurgicas aceptadas hoy dia 
para el tratamieuto de la tuberculosis 
puhnouar, ha sido la consecuencia del 
fracaso del tratamieuto medicinal en 
contrarrestar la enfermedad. Se ha 
mejorado mucho la teenica de la toraco- 
plastia, y se ha perfeecionado tamhien 
su aplicacion a los casos especifieos de 
que se trata en este tvabajo. Desde que 
se ideo la operacion de TVihus Sauer- 
hruch, se ban hecho muchas modifica- 
cione. A causa de lo inadecuado de la 
foracoplastia, que no basta para efec- 
tuar la curacion, se ha vuelto a poner en 
practica el neumotorax extrapleural, y 
se ha propuesto una nueva operacion; 
el neumotorax extraperiostico. Tienen 
aplicacion muy limifada las operaciones 
en el nervio frenico, la neumonolisis in¬ 
trapleural y el “taponamiento” (“plom- 
bage”). Es precise hacer la selecciou 
cuidadosa de los pacientes que reqnieren 
el metodo de Monaldi, para el desagiie 
extemo de cavidades. 
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The Treatment of Cancer of the Rectum * 
and Rectosigmoid 

DR. FRANK H. BAEHR, F.I.C.S. 

From the Westfield State Sanitorium, Cancer Section, Department of Public Health, 
Westfield, Mass. 

T he purpose of this paper is to out- where there is a hundred percent mor- 
Une in a brief and concise fashion, tality if cancer of the rectum and rec- 
the treatment of cancer of the reo- tosigmoid are untreated, 
turn and reetosigmoid as it is practiced Daland* stated, “There is hardly a 
in the Westfield State Sanatorium, Can- more miserable man alive than one with 

oer Division, Westfield, Massachusetts, an advanced cancer of the rectum.” Ad- 

and to present summaries of seven cases vanced cases of the rectum are often ac- 

whieh bring out various modes of sur- companied by escruciating tenesmus, 

gical treatment as carried out in our diarrhea and mental changes. Therefore, 

hospital. The Westfield State Sanatori- it is our principle that patients v?ith ob- 

um. Cancer Division, is one of the State struction are given what is known as the 

Hospitals under the Division of the De- “kindly” colostomy and usually live in 

partment of Public Health, and which comfort although the life expectancy is 

admits cancer patients from the western unchanged. 

half of the state. The signs and symptoms of cancer of 

It must be further explained, that the Ifip rectum and rectosigmoid are most 

oases discussed in this paper, are such glibly written in many textbooks of sur- 

that must be accepted by a state institu- gery, with the result in many, many in- 

tion for treatment regardless of the age stances of a false security on the part of 

and physical condition of the patient and the examining physician, because the 

the operability of the lesion. Conse- signs such as rectal bleeding, ribbon-like 

quently, this automatically leads to a stools, constipation or at least some 

lowered operability rate, a higher mor- change^ in bowel habit are not pathog- 

tality rate, and a greater morbidity. Des- nomonio of rectal malignancy. Because 

perate chances must be taken in order nf this, many a malignant lesion has 

to attempt a cure rather than let the been overlooked for the solo reason that 

patient go to a more advanced stage, the patient’s signs and symptoms did 

_ not entirely conform to the‘usual text- 

•Presented at the International Asscmblj of the In book picturO. Manv of tllG 
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who have been treated, in many eases 
unsuccessfully and without relief, and 
in desperation and as a last resort, they 
were sent to our hospital for a complete 
and detailed physical examination from 
a malignant point of view. This fact 
" alone would tend to bring down the per¬ 
centage of early and successfully treated 
cases in our institution. Therefore, the 
problems that face us in this cancer hos¬ 
pital are not alone those of major sur¬ 
gery for malignant lesions of the rec¬ 
tum and rectosigmoid, but those of the 
treatment of eases that have been treat¬ 
ed elsewhere symptomatically and local¬ 
ly for many months with no results and 
with a consequent downhill course. 

The diagnosis of a malignant lesion of 
the rectum and rectosigmoid depends 
entirely upon the methods and means 
available to the examiner. These are 
first and foremost the much discussed 
and much omitted digital examination. 
By this procedure, about 90% of the rec¬ 
tal malignancies are palpable, for they 
lie within 5 inches of the anal margin. 
Because such a high percentage of rectal 
lesions are palpable by the simple digit¬ 
al examination, there is no reason why 
tliis method should not be used first and 
never overlooked. The second means at 
our disposal is the sigmoidoscoine ex¬ 
amination which is second only in im- 
. portance to the everyday, digital exam¬ 
ination. The sigmoidoscope also allows 
one to do a complete and careful visual 
examination of 25.0 ems. of the lower 
large bowel. In addition, the lesion may 
also be biopsied from almost any point 
of the compass. It has been our experi¬ 
ence that some of these lesions so easily 
visualized are benign rectal polyps on 
the surface, but when biopsied at the 
base show a definite malignant change 
and infiltration into the rectal wall. 
These two procedures should be supple¬ 
mented by the newer and yet connnon 


barium studies by a competent Eoent- 
genologist. Although the barium enema 
is an excellent confirmatory procedure, 
it is by no means infallible, as small 
lesions may not show the charactei’istic 
filling defects. This method has been 
supplemented still further by the addi¬ 
tion of the so-called double contrast 
enerna. But this, too, fails to aid in 
making the diagnosis a positive one in 
some instances, although it is the pro¬ 
cedure of choice in multiple colonic 
polyposis, whei'e the percentage of 
malignant degeneration is exceedingly 
high. Too many times a barium enema 
and a double-contrast enema are omitted 
because the lesion is large and obstruct¬ 
ing and within the reach of the examin¬ 
ing finger or the sigmoidoscope. After 
a successful operation has been per¬ 
formed, it has been the sad experience 
that the patient not only had the lesion 
for which ]je underwent his operation, 
but also as many as three more else¬ 
where in his large bowel. This latter 
reference has been a personal experi¬ 
ence. We have made it a practice to 
avail ourselves of these methods to the 
fullest extent, so that when the patient 
is ready for operation, all available in¬ 
formation is at hand. Therefore, all pos¬ 
sible infoimation plus an experienced 
operating team all aid to bring down our 
mortality percentage even though the 
cases coming to the institution are often 
pitiful surgical risks. 

As many of these patients with rectal 
and rectosigmoid lesions are in the up¬ 
per age brackets, a most tedious and 
careful preoperative workup is neces¬ 
sary in oi'der to insure a safer surgical 
risk and a less stormy convalescence. 
Our outline consists of a routine urin¬ 
alysis, a complete blood examination, 
N.P.N., Wassermann, blood typing, de¬ 
termination of the total protein, the 
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hematocrit reading, the carhon dioxide 
combining power, the chloride determi¬ 
nation and total base which is the 
summation of sodium chloride and bi¬ 
carbonate |in milliequivalents. This is 
supplemented by the use of a high cal¬ 
oric, low residue type of diet and any 
necessary transfusions; also the admin¬ 
istration of parenteral fluids of glucose 
and saline as might he indicated from the 
plasma protein readings, the result from 
hematocrit studies and the total base. In 
addition, a oystoseopic examination is 
most important in order to detei-mine 
whether the bladder floor is at all in¬ 
volved. The patients are further pre¬ 
pared by the administration of one-half 
ounce of a saturated solution of magne¬ 
sium sulfate, hvice daily for four to sis 
days, and daily rectal irrigations of tap 
water or normal saline. Repeated irriga¬ 
tions of soapsuds are not used as they 
often set up a severe and intractable 
proctitis, to add to the misery of the pa¬ 
tient with a rectal malignancy. For two 
days previous to the operative day, no 
laxatives or enemas are given, and dur¬ 
ing these forty-eight hours, deodorized 
tincture opium is given by mouth, min- 
ums twenty every eight hours, in order 
to produce the necessary inactivity of the 
bowel. For one day previous to the oper¬ 
ation, nothing but clear liquids are al¬ 
lowed the patient by mouth and these are 
supplemented by the routine adminis¬ 
tration of parenteral glucose and saline. 
Just before being admitted to the oper¬ 
ating room, an indwelling catheter is 
strapped into place and the bladder is 
thoroughly irrigated 4vith warm boric 
solution and allowed to drain out com¬ 
pletely. 

The choice of anaesthesia is depend¬ 
ent upon the condition of the patient and 
the decision of the surgeon, whicli is 
based upon the physical findings. Im¬ 


mediately after the anaesthesia has been 
started, a cannula is inserted into the 
saphenous vein at the internal malleolus 
and tied in, thus allowing an immediate 
slow drip of physiological saline and any 
necessary blood during the operation 
and post-operatively for twenty-four 
hours. Thereafter, the cannula is with¬ 
drawn in order to prevent setting np a 
severe phlebitis. From that time on, all 
necessarj- parenteral fluids and trans¬ 
fusions are given in the antecuhital vein. 
A procedure which has been used by the 
author in our hospital is the introduction 
of sulfanilamide crystals within the peri¬ 
toneal cavity. This drug is usually 
sprinkled over the newly made pelvic 
floor, whenever a combined abdomin¬ 
operineal operation is done. The cus¬ 
tomary amount employed is one-hnn- 
dred-flfty grains intra-ahdominally for 
the first twenty-four hours, which usual¬ 
ly results in a blood level ranging as 
high as 0.8 percent, considered bacteri¬ 
cidal if maintained at that level. In or¬ 
der to do so, we have further supple¬ 
mented this procedure by the use of 
hypodermoolyses of 0.8 percent sulfan¬ 
ilamide solution in normal saline. It has 
been found from our experience that the 
daily administration of one liter of 0.8 
percent sulfanilamide in normal saline, 
which is one-hundred-twenty grains of 
sulfanilamide, is more than suflioient to 
maintain the necessary bactericidal 
blood level. In patients who have had 
the combined abdominoperineal resec¬ 
tion or a colostomy with a posterior re¬ 
section, it has been forrnd that after the 
removal of the large posterior pack, 
daily irrigations of warm 0.8 percent 
sulfanilamide in normal saline solution, 
decreases to a great extent, the cus¬ 
tomary amount of sloughing and puru¬ 
lent discliarge and hastens the growth 
of fresh granulating tissue. 
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colostomy was performed under gas oxygen ether an¬ 
aesthesia Three weeks later a posterior resection 
was attempted and this large rectal mass was separ 
ated with diiEculty from the prostate In addition, 
the bony pelvis was markedly narrowed so that it 
was impossible to use nght angled clamps above the 
growth Because of the complicating factors men 
tioned, the bowel was transected about I 0 cm above 
the mass, after all exposed tissues were thoroughly 
covered with gauze soaked in a, solution of ten per 
cent tanruc acid in seventy percent alcohol, as recom 
mended by Lynch A moderately large, hard rubber 
tube was inserted into the terminal opening and held 
in place by two interrupted sutures The entire 
posterior wound was completely packed about the tube 
with gauze soaked in ten percent tannic acid in sev 
enty percent alcohol which produces a heavy protective 
eschar and diminished infection On May 1, 1941, 
eight months after the ongmal operation, the patient 
had a well functionmg colostomy and a healed pos 
tenor wonnd 

Case 7. (1773) A fifty eight year old male was ad 
nutted on August 7, 1939, having had a colostomy 
done three and a half months previous at another 
institution for what was believed to be an inoperable 
rectal carcinoma He was referred here because of a 
prolipsB of his colostoDuzed bowel and a reversal of 
hiB stomata, thus allowing feces to drain from hia 
mfenor stoma Through a left paramedian incision, 
the distal loop was transected near the abdominal 
peritoneum and closed Due to a redundancy of the 
sigmoid, 17 0 eras had to be resected before the lower 
bowel could bo buried below the newly made pelvic 
floor Because of the size of the mass, which nearly 
fllled the peine outlet and the accompanying m 
flammation, the new peine floor was made under dif 
flcultiee Posterior resection was carried out with 
extreme caution and the mass was freed from tbo 
bony pelns Tbo pathological report revealed that 
the mass measured SSx75x45 ems and the adeno 
carcinomatous tissue did not pass the lino of dis' 
section Three out of three pen recto sigmoidal 
glands were negative, but there was vascular mvasiou 
Bankin* pointed out that many large tumors of the 
rectum may have much inflammatiou about them and 
fixation has resulted more often from inflammatory re 
action rather than from malignant extension The 
patient to date is asymptomatic 
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SUMMAEY 

Seven cases have been presented dem¬ 
onstrating the complicating factors of 
carcinoma of the rectum and leotosig- 
moid, with the methods of approach em¬ 
ployed and the end results. A summary 
of the operative indications, preoper¬ 
ative and postoperative tieatment has 
been discussed along with the newer sul¬ 
fonamide therapy. 

SUMABIO 

Siete casos han sido presentados de- 
mostrando los faotores qne complioan el 
cancer del Eeoto y del Eeotosigmoid y 
los metodos considerados en el tratami- 
ento y los resnltados finales. 

Un resumen de los indioaoiones op- 
eratorias, tratamientos preparatories y 
postoperatorio han sido disentidos junto 
con la nneva terapeutica con Sulfona¬ 
mide. 
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La Enfermedad. de Nicolas Favre o Cuarta Enfermedad Venerea. 
Gontribucion al Estudio del Tratamiento Quirurgico de sus 
Localizaciones Ano-Rectales. * 

CONTRIBUTION TO THE SURGICAL TREATMENT OF ANO-REGTAL 
LOCALIZATIONS OF THE NICOLAS FAVRE OR 
FOURTH VENEREAL DISEASE 


PROF. ALFREDO BORJAS 


SUMMARY 

The author describes Nicohs’ and 
Fahrc^s or the so called Fourth Vene¬ 
real Disease. This paper deals -svith a 
study of the surgical treatment of the 
ano-rectal localization of the disease. 
The author defines the disease as a vene¬ 
real, contagious, inoculable, infectious 
chronic disease due to an ultraviims. 
Pathologically it is an adeno-lympho- 
cellulitis with sclerosing tendencies. It 
is manifest by general symptoms during 
the phase of invasion and secondary lo¬ 
calizations in the inguinal, perineal re¬ 
gion and the lower parts of the digesti%'e, 
urinary and genital tracts. The malady 
creates an allergic state in tlie patient 
which is e^ddeneed by a specific intra- 
dermal reaction known as the Prei re¬ 
action. The author gives a summary of 
the history of tlie disease in Venezuela. 
As a result of clinical, roentgenologic 
and endoscopic studies the author con¬ 
cludes that the problem presented by 
this pathologic entity is of a serious na¬ 
ture and tends to create chronic steno- 
sing rectitis. Acute Favre’s rectitis de¬ 
mands earl}’' diagnosis and proper treat¬ 
ment. De&iitive colostomy is proposed 
as the elective form of treatment in 
chronic stenosing rectitis. The author 


•Presented at tEe International Assembly of the In¬ 
ternational College of Surgeons, Mexico, D. F., 
August, 1941. 


discusses the site and type of colostomy 
preferred. In some serious eases exci¬ 
sion of the rectum must be resorted to. 


Consideraciones generales sobre la enferme¬ 
dad de Nicolas y Pavre o cuarta enfennedad 
venerea. Concepto moderno de la enfermedad. 
Su historia en Venezuela. 


S I AL leer la Literature JKdica de los ulti- 
, mos 20 anos realizaraos un estudio de 
sintesis de los conocimientos relatives a 
las afecciones descritas en epocas diferentes, 
bajo nombres diversos, por Autores de dis- 
tintas nacionalidades y que engloban los px-o- 
cesos morbosos deseritos con los nombres de: 
Bubon Tropical. Enfermedad de Nicolas 
Pavre. Poradenitis inguinal subaguda. Pora- 
denolinfitis. Linfogranulomatosis inguinal. 
Estrecheces inflamatorias del recto. Rectitis 
proliferantes y estenosantes. Sindrome de 
Jersild. Estiomene vulvar, etc; tenemos que 
admitir que tales proeesos no son otra cosa 
que nombres distintos, formas clinicas o local- 
izaeiones diferentes y perlodos evolutivos vari- 
ados de una sola y misma enfermedad que a 
la luz de los conocimientos modernos y por 
poseer caracteristicas espeeiales etiopatogeni- 
cas, clinicas, anatomopatologicas experimen- 
tales y biologicas, amerita ser identificada 
como una entidad nosologica independiente. 
Esta nueva enfermedad de rica sinonomia 
creemos debe ser definida como una enferme¬ 
dad infecciosa, contagiosa e inoculable, de 
origen generalmente venereo y de evolucion 
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cronica, pioducida por un ultraMrus filtiaute 
que desarroUa en los oiganisuios afectos una 
leaccion alergica caiaetexistica Anatomo 
patologicamente es una adenolinfocelulitis 
esclerosaute y clmicamente sc manifiesta poi 
smtomas generales en el pcriodo de imasion j 
por sintomas locales do gran polimorfismo que 
ocupan preferentemente las rcgiones mgumo 
perineal y las porciones bajas de los aparatos 
digesh\o, nrinano y genital 

Esta enfermedad espera ann el nombre 
defiuitivo con que ba de ser reconocida en la 
nosogiafia internacional La mayor paite de 
los nombics con que sc la desciibe fueron 
creados paia designar foimas clmicas de la 
enfermedad o caracteristicas paiticulares del 
proceso, pero todavia no se ha llegado a un 
acuerdo para la eleecion de un nombre que 
sirva para identificar la enfcimedad consider 
ada en conjunto 

Los t6rminos Bubon Climatico y Bubon 
Tiopical cmpleados por los pnmeios obscrva 
dores coloniales no poseen smo un mtercs his 
t6rico y sirvieron solo para designar ciertas 
varicdades de adenitis inguinales que mas 
tarde se comprobd correspondian a determm 
adas formas clmicas de la enfermedad que nos 
ocupa Linfogranuloraatosis mguinal cs un 
t^rmino empleado por numeiosos autorcs 

Fiscli, Prei, Hellestrom, Lutz, Phylactos 
etc, para designar la localizaci6n sobre los 
ganghos inguinales del proceso Ha tenido 
suerte y se emplea aim en la literatura m^dica 
mundial para referirse a la enfermedad cn su 
coujunto a pesar de ser un nombre made 
cuado, irnprcciso y confuso que se presta a una 
desgraciada confusion con otras afecciones 
diferentes, el Linfogranuloma maligno o En 
feiTuedad de Hod King y el Gianuloma 
•\enereo 

Enfermedad de Nicolas Pane, es un t^r 
mino que se uso al comienzo para designar la 
etapa ganglionar inguinal de la enfeimcdad 
rindiendo asi un justo homenaje a los sabios 
Medicos Lyoneses que tanto eontnbuj eron con 
sus clasicos > tnuy completes trabajos a su 
idcntifieaeion y divulgacion de la etapa gangli 
onar de la enfermedad, mas tarde se ba quendo 
darle un mas amplio scntido a diclio nombre 
empleandolo para designai la enfermedad de 
la cual la locabzacion ganglionar descritas 
por los Autorcs Lyoneses, no es sino una de las 


foimas clmicas Tambien se la ba llamado 
Poradenitis inguinal subaguda nombre relaci- 
onado con el caracter supurativo en focos 
aislados de las lesiones gangbonares Este 
nombie no califica tampoco las caracteristicas 
generales del proceso y creemos no tiene por 
consiguieute razoues especiales de subsistii 

Otra sinonimia son Lmfopatia venerea y 
Poradenobnfilis, ultimameute Cole propone 
llamaile cuaita enfermedad venerea y 
Stannus qumta enfermedad \ enerea Esta en 
fermedad es bastante bien conocida a la bora 
actual en muebas de sus formas clmicas, en su 
etiologia, en su reaccion biologica, en su ana 
tomia patologica y en su etapa experimental 
pero creemos que hay aim muebas lagunas 
espccialmente en lo referente a patogenia, 
evolucion clmica y trataraicnto 

Creemos que baj todavia mucho que cs 
tudiai en el diagnostico prccoz de sus formas 
dc invasion, microchancros de los gemtales, 
uretntis, ulceraciones gemtales, anoiectitis 
agudis Pensamos que en la mujer existe 
una grmi laguna en la evolucion clinica de la 
enfcimedad, entre el accidcrite micial de 
inoculaci6n y la apancion do las manifesta 
Clones tardias ano-recto pcnneogenitales, 
laguna corrcspondiente a la etapa de Imfo 
adenitis mtrapdlvics y que debe pasar gen 
eralmente confundida con manifestaeioncs 
ancxiales 

En materia de trataraicnto no se posee aim 
la mcdieacion especifica, pero nadie mega la 
accion mm electiva de los antimoniales y los 
deiivados de la sulfamlamida, especialmente 
activos en las formas nuevas, en lo que podri- 
araos Uamar las mauifestaciones pnmarias de 
H infcccion, pero sinerabargo no poscemos un 
enteno fijo sobre la duracion ni dosificacion 
cxacta de estos tratamicntos de ataque, m a 
la bora actual conocemos un test que nos guie 
sobre la actividad o curacidn dc la enftr 
raedad 


mSTOUlA DC liA. CNFCRilEDAD EN VENEZUEl \ 

Antes dc 1922 se ignora la naturaleza cxacta 
de la enfermedad, las localizaciones ganglmn- 
ares mgumo crurales por su evoluci6n suba 
guda 0 cionica y su aparente falta do pn^'rta 
de entrada son habitiialmentc consideradns 
como de origen tuberculoso; las estrcch^'ces 
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rectales son atribnidas a la Sifilis, la Tubercu¬ 
losis y las recto-eolitis parasitarias y en espe¬ 
cial a la ameba disenterica. Con lo que re- 
specta a las lesiones complejas ulcero-hiper- 
troficas, edematosas y elenfaciasicas de los 
geuitales externos se oreia eran el resultado de 
las poli-infecciones venereas abandonadas a su 
evolucion, a las linfangitis estreptoeoceicas a 
repeticiou y en algunos easos a la filariosis. 

En 1922 E. P. De Bellard presenta las 
primeras observaciones de Enfermedad de 
Nicolas Pa-vTe en Venezuela en un importante 
trabajo clinico y experimental. Considera 
eomo el tratamiento de eleecion de las adeno- 
patias inguinales su extirpaeion quirurgiea. 
A partir de este trabajo se despierta en 
nuestro pais el interes por esta variedad de 
adenopatia inguinal que se revela muy fre- 
euente y de una evolucion bastante larga y 
fatigante para los pacientes. Casi todos los 
trabajos de esta epoca se refieren al estudio 
clinico, a ensayos de inoculacidn experimental 
y a consideraeiones terapeuticas y deben raen- 
cionarse las comimieaciones que a estos re- 
speetos presentan los Dres. P. A. Eizquez, 
Martin Vegas, Cesar Plamerich, Heberto 
Cuenca, Garcia Maldonado y Alfredo Borjas. 
Sobresale la Tesis doctoral de Francisco 
Flamericb aparecida en 192S “ Contribucion 
al estudio de la Poradenitis inguinal subaguda 
en Venezuela.” donde el tema es abordado 
con rica documentacion cliniea y experi¬ 
mental. 

Para 1932 con la Tesis doctoral de Ernesto 
Vizcarrondo “La reaccion de Prei en las 
adeuopatias inguinales y en las estenosis 
rectales.” se inieia en nuestro pais el estudio 
de las localizaciones ano-rectales del virus 
poradenico y se comienza a emplear la intra- 
dermo reaccion de Prei como procedimiento 
biologico de identificacion de la nueva enfer¬ 
medad. Vizcarrondo re vela en su Tesis que 
mas del 90% de las estreclieces rectales por el 
estudiadas presenta una reaccion de Prei 
positiva. 

IMartin Vegas prepara el primer antigeno 
poradenico tipo Prei. Bn 1934 Lares Gabaldon 
estudia el papel de la amebiasis intestinal en 
las rectitis estenosantes. 

En 1936 Benato Planas baee un estudio 
clinico del Sindrome de Jersild. Ta para este 
epoca los Cirujanos comienzan a interesarse 


por el grave problema de las Eectitis esteno¬ 
santes, linfogranulomatosas, alarlados por su 
frecuencia su gravedad evolutiva y la rebeldia 
que maestran a las terapeuticas medieas con- 
servadoras. 

En 1938 M. Perez CaiTeno y el Professor B. 
Jaffe, presentan un estudio muy complete 
clinico y anatomopatologieo del Sindrome ano- 
recto perineo genital publieado en la Ee-vdsta 
de la Policlinica Caracas. El mismo auo Perez 
Carreno en su trabajo “Estado actual del 
tratamiento de las estreclieces del recto” 
aborda el problema quirurgieo de las Eectitis 
estenosantes y propone un nuevo tipo de 
Colostomia. Pedro Santeliz escribe su Tesis 
^ doctoral sobre ‘ ‘Las estenosis rectales y el 
Sindrome ano-reeto perineo genital” basada 
en el estudio euidadoso de 100 cases, 

EejTia Morales escribe sobre las loeaEzaci- 
ones del virus poradenico en los ganglios 
eemdcales. 

PeKx Luciani Lairet, publiea un trabajo ex¬ 
perimental sobre cultivo in vitro del ultra. 
virus linfogranulomatoso. 

En 1940 Luis H. Rodriguez Diaz ofreee 
como Tesis doctoral una extensa y muy com- 
pleta monografia “La Enfermedad de Ni¬ 
colas Pavre o Cuarta Enfermedad Venerea.” 
en que realiza un estudio de conjunto de la 
nueva enfermedad en todas sus manifestaci- 
ones. 

En la actualidad Domingo Luciani, Baquero 
Gonzalez, Perez Carreiio, Ottolina, y otros se 
ocupan del problema quirurgieo de las estre- 
cbeces rectales y sabemos existen interesantes 
trabajos en preparacion. Valencia Parpacen 
prepara un bien doeumentado trabajo sobre 
las Rectitis agudas j' Borjas estudia las local¬ 
izaciones urinarias de le Enfermedad de 
Nicolas Pa\Te. Esta en prensa para ser pub¬ 
lieado en el American Journal of Tropical 
Medicine nn trabajo de Carlos Ottolina (La 
Reaccion Vesicular Metodo para el diagnbs- 
tico de la infeccion por virus poradenico); en 
que se investiga la wuleneia y el poder 
autig&ico del liquido cefalo raquideo con- 
centrado en el vacio; habiendose podido ob- 
tener de manera sistematiea y exclusiva con 
su empleo por via intradermica una reaccion 
vesicular earaeteristica en enfennos porta- 
dores de lesiones clinicamente linfogranulo¬ 
matosas con reaccion de Prei positiva. 
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Las localizationes ano recto colicas del virus 
poradenico 

La porcion inferior del tubo digesti\o ano 
recto sigmoide es sitio de predilecci6n para 
las localizaciones del virus poradenico que 
ba 30 la forma de procesos agudos o cronicos 
forman parte fundamental del rico complejo 
sintomatico de la Uamada Enfermedad 
de Nicolas Fa\re Tales localizaciones 
ban adqmrido tal importancia en los 
ultimos tiempos que constituyen un capitulo 
nuevo de la Patologia intestinal y los prob 
lemas terapeutieos que presentan abren nue 
VOS honzontes a la cirugia del recto Precu 
entemente observadas en nuestro paia las 
Proctitis poradenieas ban sido ampbamente 
estudiadas por nuestros cirujanos desde el 
punto de vista climeo, anatomopatoldgico y 
terapeutico y en esta comumcaeion, despues 
de revisar alrededor de 250 bistonas elmicas 
de los archives del Hospital Vargas y al 
gunos mas de nuestra cbcntela particular, 
pretendemos esponer resumi^ndola los re 
sultados de nuestra espenencia controlada y 
completada eon la esperiencia dc los otros 
cirujanos de nuestro primer Hospital 

Rectitis agudas, Rectitis cr6nicas simples y 
Bectitis crdnicas con cstenosis son las tres 
pneipales formas clinicas que hemos obsei 
vado 

Las Kectitis agudos ban sido las menos bien 
estudiadas y son sinembatgo a nuestro en* 
tender los mas interesantes desde el punto de 
Vista diagndstico, pues representan formas de 
comienzo o de invasion resultantes de la in 
oculacidn directa de la mucosa rectal por el 
virus como consecuencia de la sodomla pasiva 
0 de la contaminacidn con objetos infectados 
El diagnostico precoz de estas rectitis agudas 
es de capital importancia para el porvemr del 
paciente ya que ellas se muestran sensibles a 
los tratamientos apropiados y creemos que 
tratadas precoz e intensamente curan, cm 
tando la evolucidn hacia las formas cronicas 
muebo mas graves Pensamos que en toda 
Rectitis agudn debe considerarse la posibilx 
dad de un origen bnfogranulomatoso y que 
en consecuencia deben pracbcarse reacciones 
de Frei en sene y basta instituirse en los cases 
dudosos un tratamiento intensivo antimonial 
j Bulfamidico de prueba Los enfennos que 
ban sufrido rectitis aguda con Frei positiva 


deben ser sometidos a una vigilancia ngurosa 
y a esamenes recto sigmoidesc6picos a inter 
valos regulares 

Las Rectitis agudas formas de in\asi6n de 
la Enfermedad de Nicolas Fa\re, ban sido 
admitidas por Racbet, Caebera, Moutier, 
Lambling y otros 

Pereonalmente bemos tenido ocaci6n de ob 
servar algunos casos tipieos entre los cuales 
bay uno de doble infecci6n simultanea, sifili 
tiea y porad^nica citada en la Tesis de nues 
tro distingiiido discipulo Rodriguez Eiaz Un 
compatnota Valencia Parpacen prepara en la 
aetuabdad un interesante trabajo con rica 
documentacidn clmiea e interesantes obser 
vaciones endoscopicas en el cual describe osi 
el aspecto observado en las Proctitis agudas 
poradenieas a la anuscopia se aprecia la 
mucosa roja sangrante, eubierta de secresi 
ones con o sm aspecto difteroide 

A la proctuscopia se comprueba una mu 
cosa rectal rojo vivo sangrante equimotico 
eubierta de moco y pus, en veces da la im 
presion de estar como cortada en \arios sitios 
en sentido paralelo a la luz intestinal, estas 
hendiduras pueden ser en numero de 3 a 5 v 
dan el aspecto de nn pedazo de came cortada 
en puntos equidistantcs y en una misma 
direcci6n 

Las lesiones rectoscopicas caracteristicns 
de las Rectitis poradenieas senan la reunion 
en una misma zona de lesiones de aspecto ma 
culoso, papuloso y vesiculoso Las vcslculas 
son de tamano aanable cabeza de alfiler, 
grano dc arroz o leuteja, contienen un liquido 
amanllento dc aspecto purulcnto, estan ro 
deadas de un halo rojo de hordes regulares j 
pueden ulcerarse Alrededor de las vesiculas 
pueden verse membranas bianco grisSseas 
teuidas con sangre Valencia Parpacen no ba 
cncontrado estas lesiones en otras Rectitis 

Rectitis Cronicas Sin Estenosis 

Estas son la secuela natural de las formas 
agudas no tratadas, pero pueden tambien in 
stalarse solapadamente sm que sea posible en 
cl mterrogatono evidenciar la etapa aguda 
del comienzo son formas relativamento nue 
vas de la enfermedad j sc monifiestan cbni 
cameate por dolores continues en la region 
ano penneal con tenesmo rectal, > flnjos 
glcrosos, muco purulentos j \eces hemorrd 
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gicos. Tienen periodos de exacerbaeion que 
alternan con epoeas de acalmia y alternativas 
de constipacion y crisis diarreieas. El tacto 
rectal es mny doloroso, el esfinter se muestra 
contraido espasmodicamente, no se aprecia 
estrecbamiento de la luz intestinal y en la 
pared pueden apreeiarse granulaeiones, ex- 
creceneias poliposas y zonas induradas. La 
pared intestinal esta elastica y no se aprecia 
peri-rectitis. 

A la rectoscopia pueden apreeiarse A. Con- 
gestiones localizadas o difusas con edemas y 
erociones. B. Ulceraciones superficiales o 
profundas de todos los tamanos limpias o 
cubiertas de sangre, moco, pus o membranas. 
C. Infiltraciones D. Vegetaeiones. y C. Cica¬ 
trices ; todas estas lesiones se asoeian en forma 
variable dando un gran poHmorfismo a las 
imagenes reetoscopieas. 

Las Kectitis crdnicas con estenosis son las 
formas clinieas mas frecuentemente observ- 
adas y sin duda las mas graves,. En los 
archivos bospitalarios se revela que eran ob- 
servadas aunque no con tanta frecuencia como 
ahora en epoeas anteriores, se les prestaba 
poca atencion, basta 1932, en que la Tesis de 
Vizcarrondo puso en evidencia que mas del 
90%. estaban relacionadas con el proceso lin- 
fogranulomatoso. 

FBECUENCIA SEGVN EL SEXO 

Las estrecbeces rectales son mas frecuentes 
en la mujer que en el hombre. Santeliz en 100 
casos encuentra mujeres 64; y bombres 36. 

Nosotros en 38 casos quinirgicos, notamos 
mujeres 32; y bombres 6. Estos dates estan 
de acuerdo con lo admitido por la mayoria 
de los autores extrangeros. 

ED AD 

No bemos observado Eectitis estenosantes 
en menores de 15 anos, ni en mayores de 70. 
El mayor numero de casos estan comprendi- 
dos entre 20 y 30. 

RAZA T COLOR 

No bemos observado que el factor raza o 
color influya en la frecuencia de la enferme- 
dad. 

CLASE SOCIAL 

El mayor niimero de casos de estrecbeces 
rectales se observa en la elientela bospitalaria, 


en la elase social baja, mal nutrida y sin no- 
ciones de bigiene, que consultan tarde. En 
clientele privada los casos de estrecliez rectal 
son sin duda menores, eon mayor frecuencia 
vemos en este tipo de clientes Eectitis agudas 
0 cronieas que son sin duda formas relativa- 
mente reeientes de la enfermedad. Prosti- 
tutas y pederastas pagan un fuerte tribute a 
esta enojosa y grave loealizacion del virus 
poradenico. 

POLINPECCION TONEREA 

La mayor parte de los casos estudiados son 
de polinfeccion venerea. Historia de blenor- 
ragias, chancros, adenopatias y reacciones 
serologicas positives para la sifilis; y no du- 
damos que esta polinfeccion juegue un papel 
en la etiopatogenia de las lesiones. Hemos 
tenido la ocasion de comprobar un caso de 
cuadruple infeeeion venerea en un joven de 
16 anos. El granuloma venereo se anade y 
eomplica a veces las lesiones perianales y 
perineales. Lo bemos visto en cuatro ocasi- 
ones, su sitio perianal da al cicatrizar origen a 
estrecbeces anales muy cerrades. 

SINDROilE ANO-RECTO-PERINEO-GENITAL 

Las Kectitis estenosantes van accorapanadas 
en un cierto numero de casos de otras localiza- 
ciones del virus en la esfera perinco-genital, 
dando origen a un complejo sintomiitico en 
que a las lesiones rectales se asoeian lesiones 
variadas de naturaleza edematosas, ulcerosas, 
esclerosantes, tumorales, fistulosas y elefan- 
ciasicas de localizacidn perianal, tegumentos 
del perine, genitales externos vulva, vagina y 
uretra y que ban sido descritos con el nombre 
de Sindrome anorectoperineo genitales por 
Jei-sild. En mas del 70%. las lesiones son 
puramente rectales; en mas de un 20%. hay 
localizaciones perineogenitales asociadas; y 
solo en un percentage muy pequeno 3 a 5 por 
%. hemos visto lesiones genitourinarias puras 
sin lesion rectal. 

BELACION CON EL CANCER 

Es posible y ba sido descrito el desarrollo 
del cancer sobre lesiones rectales de Nicolas 
Pavre, sinembargo no hemos observado nin- 
gun caso clinico ni hay ninguna observacion 
en los archivos de Anatomia Patologica. 
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CLINICA 

Los cases estudiados por nosotros presentan 
un cuadro clmico bastante caiaeteristieo Que 
poderaos sintetizar describiendo sus signos lo 
cales y sus signos generales 

SIGNOS LOCALES 

runcionalmente los enfermos presentan 
smtomas de Rectitis cromca asociados a sin 
tomas de estrechez rectal liaj dolor, tenesmo, 
fiujo mucopurulento y a veces hemotragico, 
constipacion tenaz alternado con crisis diar 
reica, dificultad mas o menos grande en la 
defecacion y heces acmtadas Algunos presen 
tan a intervalos regulares crisis pseudo oclu 
sivas y aunque ha sido negado por algunos 
hemos visto cases complicarse de un cuadro 
obstructivo agudo 

A la inspeccion la region anal se presenta 
normal en algunos casos, en otros hay lesiones 
de amtis proliferante con presencia de mame 
lones inflamatorio de aspecto condilomatoso o 
de anitis ulcerativa 

La region perianal es fiecuentemente el 
asiento de lesiones edematosas cronicas a veces 
de aspecto elefanciasico en cu^a superdcie se 
abren los oridcios de tra>cctos dstulosos mas 
0 menos complejo 

A1 tacto rectal se percibe la estrechez earac 
tenstica de calibre variable que deja a veces 
pasar solo una bujia 9 y en otras ocasiones es 
permeable al indice, esta estrechez es baja 
entre 2 v 6 cts por encima del ano, en forma 
de embudo imertido, oeupa toda la cireimfer 
encia del mtestmo, la mucosa esta a veces lisa, 
dura cicatricial y otns veces es rugosa e ir 
regular cubierta de maraeloncs que sangran 
Las paredes rectales ban perdido su elas 
ticidad, su movilidad, cstan engrosadas j se 
percibe el bloque de perirectitis 

En algunos casos avanzados hay abcesos 
penrectales que se abren en la zona perianal 
y multiples fistulas que algunas veces hacen 
comunicar el recto con la aagina 
SINTOMAS GENERALES Solo en las 
formas recientes, mientras la estrechez no es 
muj cerrada ni evisten complicacioncs infcc 
ciosas penrectales, sc mantiene intacto el esta 
do general Con los progresos de la estrechez 
y el desarrollo de procesos supurativos en cl 


peiireeto y lesiones ulcerosas y supuratnas en 
la mucosa por encima de la estrechez, se 
establece una gran toxemia que unida a la 
stereoiemia y a la toxicidad propia de las 
lesiones poradenicas hacen declinar rapida 
mente la salud del enfermo Perdida del peso 
y las fuerzas, anemia marcada, inapetencia, 
decadeneia organica endente, unidas a los 
sufrimientos locales y a una profunda depre 
sion moral dan a estos pacientes un lamen 
table aspecto de caquesia y son faciles presas 
de las enfermedades intercurrentes La 
tuberculosis, las broneopneumonias las pie 
lonefritis, son causes freeuentes de la iiuierte 
cuando no viene una complicacion local per 
foracion con peritonitis u oclusion aguda a 
poner fin a tan lamentable estado 

RECTO SYG]\IOIDOSCOPIA Esta im 
poitante exploracidn debe practicarse eada 
vez que sea posible, si se logra la dilatacion 
previa es a aeces posible introducir un rec 
tosygmoidoseopio de ninos, muy alto en el 
sygraoide la mucosa esta habitualmente sana 
y se deja distender, retirando el aparato se 
llega a la zona supra estrictural donde bay 
frecuentemente acfimulo de pus j sangre v 
la mucosa presenta lesiones ulcerosas y equi- 
moticas, luego se cae en el tubo rlgido incsten 
siblc de la estrechez sembrado comunmente de 
excrecencias poliposas que sangran con faci 
hdad 

SIGNOS RADIOLOGICOS 

La exploracion Radiologica por lavndo 
opaco del recto v el colon suministra en las 
cstrecbcces rectales de ongen porad6nico 
figures bastante caracterzsticas hasta tal 
punto que de acueido con la opinion de P 
Gonzalez Rincones Prof de Electro Radio 
logia > C Ottohna Jefe del Servicio de Gas 
tro Enterologia del Hospital Vargas puode . 
hablarse de im Smdrome radiologico de las 
cstrcchcces poradenicas 

La tecnica empleada es el enema opaco con 
emulsion do sulfato de bario puro (leebada 
clara con 150 grs por Iitro) a traves de una 
zonda de Nelaton No 24 y con prcsion no 
maaor de un metro Sc practica el examen 
bajo control rndioscdpico tomnndo films cunn 
do se obscr\a algun aspecto intcrcsante, va 
licndosc del selector do Albrccb prOMsto df' 
rejilla nntidifnsora (Gonzalez ’ 
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caracteres mas constantes observados en las 
imagenes radiologicas de este tipo de estre- 
cbeces son: 1. Estrecheces generalmente ba~ 
jas de sitio rectal comenzando a poeos centi¬ 
metres del ano. 2. largas j continuas entre 6 
y 15 centimetros. 3. aspeeto hihxdar. Escep- 
cionalmente las estrecheces alcanzan el sig- 
moide y mas rare aun el deseendente y pue- 
den presentarse zonas estreebas aisladas en 
estos 2 ultimos segmentos intestinales 
separadas de la estrechez rectal principal por 
segmentos de mneosa sana. Con lo que res- 
pecta a las estrecheces segmentarias aisladas 
sigmoidianas o eolicas no parecen correspon- 
der a las caracteristicas radiologicas de las 
estrecheces linfogranniomatosas. 

La ampoUa rectal desapareee o no se forma 
y las paredes rectales se muestran inerten- 
sibles, debido principalmente a la fuerte peri¬ 
rectitis eselerosa. Hay ausensia de pliegues 
aunque algunas reces despues de la evacua- 
cion es posible ver pliegues verticales y areolas 
que corresponden a pliegues conservados de 
la mucosa y a formaciones papilomatosas. 
(Ottolina) Gonzalez Eincones describe asi el 
aspeeto radioscopico durante el lavado opaco: 
la pared rectal inertensible se adosa a la 
sonda Nelaton. desaparecen las valvulas de 
Huston y el enema corre a traves del recto 
sin distenderlo y Uega a la S iliaca dando la 
impresion de que la sonda llegara hasta esta 
region; es algo parecido a lo que pasa en la 
linitis gastrica cuando la comida opaca pasa 
del esofago al intestino a traves del estomago 
inertensible. Generalmente hay regularidad 
en el contomo de las figures. Algunas veces es 
posible ver trayectos fistulosos mas o menos 
complejos que comunican el recto con los 
organos vecinos o la piel del perine. 

AXATOiriA PATOLOGICA 

Los dates anatomopatologicos de esta im- 
portante y grave forma de Reetitis nos ban 
sido suministrados por el Profesor Rudolf 
Jafie del Departamento de Anatomia Patolo- 
giea del Hospital Vargas de Caracas, basados 
en el eramen de 64 rectos de los cuales 37 cor¬ 
responden a casos autopsiados y 27 a piezas 
ertirpadas quinirgicamente. 

De los 37 casos autopsiados 12 murieron 
por causa de la enfermedad misma caquesia 


y anemia, 14 por compKcaeiones de la enfer¬ 
medad repartidos asi: Peritonitis 7 casos, 
Broncopneumonias 3 y Pielonefritis 4. 

En los restantes 7 casos la causa de la 
muerte fue diferente de la enfermedad que 
estudiamos y las lesiones rectales fueron un 
haUazgo de la autopsia. 

De los 37 casos autopsiados 30 fueron mu- 
jeres y 7 hombres. La relacion con la edad 
esta expuesta en el siguiente cuadro. 

Edad. 16-20 21-30 31-40 41-50 51-60 61-70 

Casos. 4 IS 7 5 12 

En 26 veces las lesiones estaban limitadas 
al recto, 7 veces alcanzaron el comienzo del 
sj-gmoide y en 4 veces llegaron hasta la parte 
alta de la S iliaca. No bubo casos de local- 
izaciones mas altas. 

Localizaciones altas en el deseendente y en 
el transverse ban sido descritas y en Vene¬ 
zuela conocemos un caso de Luciani y otro de 
Cordoba. 

Las estrecheces altas corresponden fre- 
cuentemente a la bilharziosis que muy fre- 
cuentemente se asocia en nuestros enfermos a 
las lesiones linfogranniomatosas. Hemos op- 
erado 2 cases: woo de un tumor estenosante 
del colon deseendente en el que praeticamos 
una Colectomia parcial, y en el cual aiin 
cuando tenia Frei fuertemente positive y 
lesiones rectales el esamen de la pieza revelo 
alteraciones daramente de origen billiarziano. 
El otro fue ima extirpacion abdomino-peri- 
neal del recto por Reetitis estenosante grave 
que al examen anatomopatologico revelo una 
asociacion Bilharzia- Nicolas Pavre. 

Jaffe describe asi el aspeeto macroseopico de 
las lesiones rectales poradenicas: El recto esta 
transformado en un tubo duro, la estrechez 
mide a veces hasta 20 cts. y es tan cerrada que 
no admite el paso de las tijeras, es muy dura 
y fijada por fuertes adherencias a la pelvis 
osea, los tejidos perirectales forman una masa 
dura adherente al hueso y la extirpacion se 
efectua con grandes dificultades teniendo que 
seccionarlo centimetre a centimetro con el 
cuchillo. 

La mucosa falta generalmente al nivel de 
la estrechez, o quedan solamente islotes aisla- 
dos con formaciones hiperplasicas pseudopoli- 
posas. El Limite de las lesiones es brnsca 
pero en linea ondulada y las lesiones 
perirectales no sobrepasan las de la mucosa. 
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En un corte transversal se ve en el lugar 
de la mucosa un tejido bianco opaco de un 
grosor de un milimetro hasta un centimetro o 
mds y penetrando de alii liasta el tejido pel- 
vico en forma de filas finas muclias veces 
como una red o tambien con filas mas anchas. 
Este tejido fibroso lia sustituido muchas veces 
en gran extension el tejido grasoso de la 
pelvis. 

Contemplando este tejido neoformado dura 
que ba sustituido la pared rectal e infiltrado 
toda la pelvis no se comprende como puede 
existir medicamento capaz de curarlo ni pro- 
cedimientos capaces de dilatar tales estre- 
checes. 

TRATAMIENTO DE LAS LOCALIZACIONES ANO- 
RECTALES DE LA ENPERMEDAD DE NICOLAS PAVRE 

Consideraremos el tratamiento en las tres 
formas clinicas descritas; 1. Formas agudas: 
Es en estas formas que los tratamientos me¬ 
dicos proporcionan sus mejores resultados: 
Antiraoniales y Sulfamidados asociados a 
tratamientos locales y tdnicos generales dan 
excelentcs cfectos. 

Entre los antimoniales bemos empleado: el 
emitico por via venosa en solncidn al 1 %. a 
dosis progrcsivamenta crecientes basta alcan- 
zar 0.05 centlgramos por dosis en scrie de 25 
inyeccionesj y debemos confesar estar satis- 
fechos de su empleo. Tambien bemos nsado 
otros dcrivados antimoniales como la Fuadina 
y la Antbiomalina. Simult^neamente o en 
curas altemas indicamos la Sulfanilamida 6 
uno de sus derivados, especialmente bemos 
ensayado el Prontosil, el Solfanil y ultima- 
mente el Sulfatiazol, producto este ultimo 
muy active y bastante bien tolerado que 
recomendamos a la dosis de 4 gramos diaries 
en curas altemas que alcanzan cada una 20 
grs. 

El tratamiento local que recomendamos 
consiste en lavados previo enema evacuador 
y con el anusc6pio con soincidnes de Rivanol 
al 1 Fusebina de Ziebl Lugol. Sulfani¬ 
lamida, etc. 

El extracto hepdtico, el calcio y las vita- 
minas completan las indicaciones. No tene- 
mos un concepto preciso do cuan largo debe 
ser este tratamiento y no sabemos exacta- 
mente por cuanto tiempo debe ser continuado 
despues de la dcsaparicidn de las lesiones. 


Oreemos sinembargo que debe ser prolongado 
por algunos meses pues bemos visto recidivas 
y sugerimos que dicbos enfermos scan some- 
tidos a controles recto-sygmoidoscopieos a 
intervalos regulares. 

Las Eectitis crdnicas sin estrecbeces mere- 
cen un tratamiento similar con la particulari- 
dad de que reaeionan menos bien a los medi- 
camentos, y requieren tratamientos locales 
mas en^rgicos. Algunas formas se muestran 
muy rebeldes pues las mejorias son transi- 
torias. Son necesarias a veces pequenas inter- 
venciones endoscopicas como cauterizaciones 
y extirpaci6n de polipos. 

En las Rectitis cronicas proliferantes y es- 
tenosantes somos pesimistas en lo referente a 
la accion curativa de los tratamientos gen¬ 
erales y locales de que bemos bablado; tene- 
mos la impresion de que en general tienen una 
grave tendencia evolutiva que dificilmente es 
modificada por los tratamientos mas energicos 
y mejor dirijidos. No dudamos que en formas 
muy reeientes, con estenosis poco cerradas 
escasa perirectitis infeccion secundaria dis- 
creta y buenas defenzas orgdnicas sea posible 
mejorar el estndo local, atenuar la infecei6n 
secundaria a expenses de un tratamiento 
cnergico, cuidadoso y prolongado muy largo 
tiempo sumado a una rigurosa bigiene gen¬ 
eral. Pero en las formas avanzadas tal como • 
las observamos en nuestros servicios hospita- 
larios, segdn no los demucstra la expericncia 
clinica de largos anos de observaci6n y en 
prescncia de la rangnitud de las lesiones rc- 
veladas en las mesa operatoria y la sala de 
autopsias, consideramos que no existe ningun 
medicamento capaz de curar, ni ningun pro- 
cedimiento capaz de dilatar csos rectos de mu¬ 
cosa y calibre practicamente desaparecidos 
cuyas paredes quedaron abogados en un 
magma de esclerosis de algunos centimetros 
de espesor adherente a los drganos y forma- 
ciones osens vecinas en cuyo seno se albergan 
abcesos y complejos traycctos fistulosos. 

Las dilataciones diatermicas asociadas a la 
medicacidn sulfamidica raejoran sin dnda las 
formas menos graves; los dolnres sr* at'ehfmn. 
las supuraciones dismi 
parece y algimas fistub 
tda privada tenemos a' 
tienen hace afios csta i 
untratamiento largo, c 
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cual son esclavos por vida. Pero hasta la 
feeha no contamos eon ninguna curacion. 

Durante anos liemos ensayado contra estas 
rebeldes Rectitis cronicas estenosantes los mas 
variados tratamientos: quimoterapia a base 
de antimoniales, iodicos, salieilados, sales de 
oro, sulfamidicos; vacunas, antigenoterapia, 
dilataciones diatermicas, Eadioterapia y 
hasta inten^eneiones de limpieza local, como 
abertnra de abcesos, extirpaeion de polipos, 
debridamiento de fistulas, etc. 

Ell la mayoria de los casos los resultados 
lian sido cscasos y dificilmente mantenidos, to- 
do lo eual nos ba llevado al convencimiento de 
que son neeesaz-ias medidas mas radicales y 
en la actualidad tenemos la conviccion de que 
la uniea solucion capaz de mejorar cl pi-ecario 
estado general y de modificar inuy favora- 
blemente tales lesiones locales es la realizacion 
de nna Colosioyjua que segun la experiencia 
de la mayoria de nuestros cirujanos y la 
nuoslra propia debe ser dcfmitiva pues no le 
atribuiinos facultades curativas suficientes 
como para abrigar la monor csperanza respec- 
to a un posiblc eierre del ano artificial eon rcs- 
fablceimiento del tractns intestinal normal. 

Este eritcrio un tanto radical de la Colos- 
tomia dcfinitiva es la resultante logica de la 
experiencia elinica y de los cstudios anatomo- 
patologicos de las lesiones. Todos los casos 
quo conocemos de coloslomias temporarias que 
ban sido cerradas al considerar curadas las 
lesiones infra 3 ’’aceutes ban resultado un ro- 
timdo fracaso pues las lesiones se ban repro- 
ducido, por lo menos en los casos de verda- 
deras Eectitis estenosantes a virus poradenico 
ys. que los casos evolucionan rauj- distintaniente 
cuando las lesione.s son de oti-a naturalcza 
hasta cl punto de que en nucstra conviccion 
nogaiiios la naturalcza linfogranulomatosa a 
las lesiones rcetalcs quo curan rapida ,v eom- 
plctainente bajo la accion benefaetora de un 
ano artificial temporal. Por lo que respeeta a 
la Anatomia Patologica, la magnitud .v exten¬ 
sion de las lesiones observadas en los casos 
avanzados nos obliga a no admitir la posibili- 
dad de una rcstitueion anatomica y funcional 
de un organo tan profundamente lesionado 
cuj’a estructura ba sido definitivaraente sus- 
tituida por un tejido fibroso de nueva forma- 
cion. 

La Colostomia definitive es pues para noso- 


tros el tratamiento de eleccion de las Eectitis 
estenosantes y proliferantes a virus porade- 
nieo Uegadas a su grado avanzado de su evolu- 
ciou; ba.io su influeneia el estado general me- 
jora de manera sorprendente, eesa la ester- 
coremia, disminujm la toxi-infeeeion crdnica 
nacida en los focos de Eectitis y Perirectitis 
supurantes y fistulosos, mejora la anemia, 
renacen progresivamente el apetito y las 
fuerzas y se regularizan las demas funciones 
orgiinicas y se asiste en poeo tierapo a una 
sorprendente mejorla del paciente. Bntre- 
tanto al entrar en reposo el segmento intes¬ 
tinal enfermo, atenuanse los sufrimientos, 
inodificanse favorablemente los focos infec- 
ciosos cronicos perirectales y supraestric- 
turales que supuran menos y hasta dejan a 
voces definitivamente de supurar; las lesiones 
edematosas, uleerosas y papilomatosas pori- 
anales se bacen menos dolorosas y disminuyen 
de tamano, enfin uotase en un numero con¬ 
siderable de casos una mejoria notable de las 
condiciones locales que sino representa una 
curacion absoluta, oventualidad que nuuca 
bemos visto, a lo menos representa un gran 
mejoramieuto del estado del paeicnlc com¬ 
patible con una vida bastante normal y sin 
sufrimientos, 

Sinembargo la mejoria de las condiciones 
locales no siempre va de acuerdo con cl me- 
joramiento del estado general que si es siem¬ 
pre constante. Un cierto numero de cnfei'mos 
dospucs de un ano o mas de llcvar su ano 
artificial definitivo regresan quejandose de no 
haber obtenido cl beneficio local esperado y 
examinados obsenmse en‘realidad que existe 
abimdante supuracion rectal, que muebos tra- 
3 'cctos fistulosos no se ban cerrado y que aun 
se ban formado otros nuevos; pruebas eviden- 
tes de que las lesiones no solo no mejoraron 
con la Colostomia sino quo continuaron a 
cvohieionar; son estos generalmente enferraos 
que no se sometieron despues de la Colo.stomia 
a un tratamiento local y general que eonsi- 
deramos de rigor y algunas veces basta con 
instituirlo rigurosamente para que todo entre 
en orden, A pesar de todo algunos casos no 
mejoran y bemos tenido por lo menos 6 en 
tales circunstaneias, las lesiones se muestran 
rebeldes a todas las terapeuticas y los desgra- 
ciados enfermos exigen se les libere por cnal- 
quier medio de tan lamentable estado. Ls 
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entonces que creemos llegado el momento de 
recurrir a ima cimgia radical, a la extirpa- 
cioE del segmento intestinal enfermo con 
todos los tejidos esclerosos e infectados qne 
lo rodean; eso si de una cirugia amplia y gen- 
erosa que soprepase en todos sentidos los 
liiuites de las lesiones tan radical como la 
empleada contra el cancer del recto, por ser 
a nuestro entender la unica capaz de asegurar 
una curacion defmitiva. Creemos que el des- 
credito en que lia caido la cirugia del recto en 
las lesiones linfogranulomatosas entre algunos 
autores es debido al empleo de tecnicas timo- 
ratas, econ6micas que aspiran inutilmente a 
curar conservando el esfinter o realizando 
rcsecciones parciales e incompletas que dejan 
tejidos enfermos origen de futures recidivas. 
iResumiendo aeonsejamos en las reetitis 
cronieas estenosantes graves, debidaraente 
diagnosticadas y estudiadas elinica, endoseo- 
pica y radiologieamcnte. 1 el establecimi- 
ento de una colostomia definitiva seguida de 
un riguroso tratamiento general a base de 
derivados sulfamidicos y local bajo forma de 
lavados, tocamientos, cauterizaciones y pe- 
quenas operaciones de limpieza, continuados 
por largo tiempo; y 2. si no obstante, las 
condiciones locales no mejoran sufieiente- 
mente: la estirpaci6n amplia y radical del 
segmento enfermo y los tejidos que lo rodean. 

Debemos abora hacer algunas consideraci- 
ones sobre la colostomia definitiva y sobre el 
tipo de extirpacion rectal a practicar y la via 
a seguir. En lo referente a la Colostomia 
consideraremos el sitio y el tipo. 

Con lo que respecta al sitio y si tomamos 
en consideracion la topografia habitual de las 
lesiones que es el recto, deberiamos colocarla 
en el asa sygmoide que es el sitio de eleccion 
de los anos iliacos izquierdos y asi lo realiza- 
ron en sus primeros casos la mayor parte de 
nuestros cirujanos y lo realizan todavia al¬ 
gunos. Sinerabargo las publicaciones refer- 
entes a localizaciones en el asa omega y aun 
mas altas no son raras (Dimitri, Stoia, Fal¬ 
coner, jMoulongert, Kase Bloch y Zagdoun). 

Entre nosotros Jaffe cncuentra on 37 casos 
autopsiados que 7 vcces Ins lesiones alcan- 
zaron el comienzo del sygmoide y 4 veces 
llegan hasta su parte mas elevada. For otra 
parte Perez Carreuo pretende liaber observa- 
do 3 casos de invasion de la boca de colosto¬ 


mia sobre el sygmoide por las lesiones pora- 
denicas de los cuales uno por lo menos mostro 
lesiones anatomopatoldgicas caracteristicas; y 
D. Luciani Profesor de Clinica Quirurgica 
present© una observacion irrefutable de lesion 
estenosante alta, casi en el comienzo del des- 
cendente en un enfermo con Frei positive y 
lesiones reetales. Tales hechos obligan a con- 
siderar imprudente la colocacion sistematica 
y rutinaria del ano artificial en la S iliaca y 
lian conducido a algunos a elegir el transverse 
(Luciani) o el descendente (Perez Carreuo, 
Baquero y nosotros mismos) como el sitio de 
eleccion. Creemos que la eleccifin del sitio de 
la Colostomia depende del estudio radiologico 
y sobre todo de la amplia revision del colon 
por laparotomia exploradora. Preferimos en 
todo caso el fin del colon descendente y no 
tiene nuestro favor su sitio en el colon trans¬ 
verse por las frecuentes diarreas y mala cou- 
tinencia que con el hemos observado a mas 
de su incomodidad para el paciente. 

En 74 Colostomias revisadas 19 veces se 
hizo en el descendente y 14 en el colon trans- 
verso y 41 en el colon sygmoideo. En estas 74 
colostomias hubo 6 muertes todas en el peri- 
odo postoperatorio y debidas al prccario 
estado general en que estaban los pacientes. 
Con lo que respecta al tipo de colostomia ob- 
servamos que es el clasico ano con puente 
cutdneo el mas frecuentemente empleado en 
nuestro pais; fue cl empleado en los primeros 
casos y el que todavia prefieren algunos 
(Luciani, Blanco GSsperi) aunque le con- 
cedemos ventajas como la do ser de facil eje- 
cucion y la de permitir los lavados del cabo 
distal lo empleamos poco porque se complica 
frecuentemente de prolapso y porque no pro- 
porciona la continencia a quo aspiramos para 
nuestros enfermos. 

Perez Carreno ha ideado un tipo de colos¬ 
tomia definitiva que realiza con un asa corta 
adosada por sus hordes y que hace eabnlgar 
sobre los pianos musculo aponeuroticos dc la 
herida dandolc asi un doblc espolon, la boca 
sc hace en el sentido de la luz intestinal. Lo 
hemos realizado siguiendo su tecnica y es sin 
duda rauy cstetieo y bastante continente al 
comienzo, sinembargo teneraos la impresion 
de que su valor como colostomia definitiva va 
perdiendo eficacia con el tiempo y las mnterins 
comienzan a pasar por el cabo distal. Por otra 
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parte por su pequeno espolon y su abertura se- 
gun la luz intestinal es faeil de cerrar. 

Creemos que si a un enfermo ba de con- 
denarsele a soportar definitivamente nn ano 
contra natura es indispensable que diclio ano 
artificial'sea lo mas estetico lo mas comodo, lo 
mas continente y lo mas aseado posible. 

Sin duda la continencia es el problema 
fundamental, y creemos que esa continencia 
para satisfacer al paciente debe ser absoluta es 
decir que en ninguna cirennstancia, scan 
euales fueren la consistencia de la materia y el 
estado del peristaltismo permita el escape in- 
voluntai’io de las materias y los gases; es lo 
que nosotros llamamos la continencia social 
que permita al enfermo sin temores dedicarse 
activamente a su vida social y deportiva. Tal 
tipo de continencia esta ampliamente demos- 
trado por la experiencia no puede ser propor- 
cionado por ninguna de las maniobras idea- 
das, tales como torcion del cabo sobre su eje, 
paso a traves de los haces musculares, paso 
por un tunel sub-cutaneo tenemos la convie- 
cion de que tal tipo de continencia solo puede 
ser proporcionada por dispositivos mecfinicos 
que regulen la abertura o el cierre del cabo 
intestinal abocado a la piel. El paso del cabo 
intestinal entre un tunel cutaneo y la piel 
permitiendo la aplicacion de una pinza u otro 
dispositivo mecanieo compresar es sin duda 
alguna la nnica solncion del problema y es por 
eso que bemos elcgido como procedimiento de 
colostoraia definitiva el llamado ano Knrzalin 
Cuneo con las simplificaciones realizadas en 
su tecnica por Coracban y Baquero. Se le cri- 
tica a este procedimiento el de ser de tecnica 
delieada de exponer al esfacelo del cabo supe¬ 
rior, y al estaUamiento del cabo inferior cer- 
rado y bundido en el abdomen y de dificil 
drenaje, admitiendo las criticas debemos con- 
fesar que basta la feeba no bemos tenido que 
lamentar ninguna de tales complicaciones. 

Y abordamos abora el problema de las ex- 
tirpaciones rectales. Creemos que todo lo 
antes expuesto en relacion con la gravedad y 
extension de las lesiones y la rebeldia de sus 
sintomas autoriza la indicacion de una extir- 
pacion del organo enfermo en los casos afor- 
tunadamente no muy frecuentes (20 por 100) 
en nuestra estadistica en que la Colostomia 
no proporciona la mejoria esperada. Nuestro 
criterio al rospecto no es demasiado radical; 


creemos que en la mayoria de los casos la Co- 
lostomfa proporciona una mejorfa tal de las 
lesiones j una desaparicion tan complete de 
los prineipales sintomas que si no puede ba- 
blarse de curaeion absoluta si puede consider- 
arse como una curaeion clinica compatible con 
una vida activa y sin sufrimientos. La indica¬ 
cion de la extirpacion radical estd en el 
fraeaso del ano contra natura, Sinembargo 
no debe esperarse demasiado y no debe de- 
jarse perder el amplio benefieio que sobre el 
estado general ejerce la derivacidn de las ma¬ 
terias feeales; la extirpacion no debe bacerse 
ni demasiado pronto, antes de que los resul- 
tados favorables de la Colostomia se bagan 
evidentes, ni demasiado tarde es decir cuando 
el estado general comienza a decaer de nnevo. 
En 75 Colostomias revisadas solo en 15 casos 
se practico posteriormente la extirpacion del 
recto la que da una cifra algo mayor del 20 
por 100. 

La extirpacion rectal en las Rectitis esteno- 
santes poradenicas es una operacion grave 
que da una elevada mortalidad en 15 casos 
estudiados bay 4 muertes, 26, G<fo; de las 
euales 3 corresponden a la via abdomino¬ 
perineal y uno a la via posterior tras sacra. 

Las primeras extii-paciones rectales prac- 
ticadas en nuestro pais por esta enfermedad 
fueron extirpacioncs conservadoras, timora- 
tas, economicas por via perineal y tratando dc 
conservar el esfinter; de exito inmediato su 
fraeaso se revelo en los aiios sucesivos por re- 
produccion de las lesiones in situ. Blanco 
Gasperi ensayo cxtirpaciones perinealcs par- 
ciales con descenso del recto y conservacion 
del esfinter pero no tenemos datos exactos so¬ 
bre los resultados lejanos. Mas tarde Perez 
Carreno inicifi una emugia mas amplia prac- 
ticando por via perineal extirpacioncs exten- 
sas y altas sin pretender la conservacion del 
esfinter con Colostomia previa. El segmento 
c61ico comprendido entre la Colostomia y el 
sitio de la extirpacion no proporciono moles- 
tias; despues la cirugia se ba beebo mas ra¬ 
dical y mas atrevida, el mejor conocimiento 
de las lesiones anatomopatologicas y la posi- 
bilidad de su extension basta la parte alta del 
sygmoide ban conducido a un gran mimero 
de nuestro cirujanos a emplear la via mas 
amplia y el procedimiento mas radical, me re- 
fiero a la extirpacion abdominoperineal en un 
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tiempo previa Colostomia Coiachan, Ba- 
quero, Luciani, Ottolma, Borjas 
I/a evidente elevada mortalidad de la via 
atdomino perineal en las estirpaciones del 
recto en enfermos con Rectitis cronicas este 
nosantes poradenieas que por lo comun ofre 
cen poca resistencia organica y Began al acto 
operatorio debilitados por la anemia y la 
infeccion nos condujo a ensaliar la via dprsal 
tias sacro tipo Kiaske con establecimiento de 
nn ano sacro La mtervencion practicada con 
anestesia raquidea y con bistnri electnco es 
bastante bien tolerada perante una extirpa 
cion extensa en ampUtud y altura y sus resnl 
tados lejanos se lian mostrado satisfactonos 
ya que 2 de nuestras operadas se encuentran 
despues de 3 auos en exelentes condiciones lo 
cales y generales revelando, a los frecuentes 
controles climcos radiologieos y endoscopicos 
una absolute y definitive curacion de las le 
siones El ano sacro, tan ciiticado por algunos 
ba funcionado bastante bien con aceptable 
continencia en nuestros enfermos Paiquica- 
mente es mejor tolerado que el ano abdominal, 
siendo su principal defecto su dificil cuido y 
aseo 

Resumimos a continuacion las 2 observa- 
Clones mas antiguas de nuestros casos 
opcrados poi via dorsal tras sacra con 
establecimiento de un ano sacro Observa 
ci6n No 1 1937 Mujer de 29 auos Antece 
dentes venereos cargados Blenorragia, cban 
cros, adenopatias ingumales, Lues Desde 
hace 7 auos Rectitis cronica progresivamente 
estenosante y desarrollo progresivo de lesiones 
ulcerosas y ederaatosas penneo gemtales 

Al examen clinico Sindrome—ano—recto 
perineal de Jersild Rectitis cronica prolifer 
ante j estenosante, vegetaciones condilomato 
sas penanales y perineales edema crdnico c 
hipcrtrotia elefanti^sici dc los gemtales 
externos, ulcencidn penmedtica excrecencias 
poliposas endouretrales Tngonitis Al 
examen rectoscopico mucosa granulosa ul 
cerada, estrechez cerrada y extensa a 4 cts del 
ano reaccidn de Prei fuertemente postiva 
Enferma anemiada, enflaquecida amenor 
reica, con crisis pseudo oclusivas a repeticidn 

Esta enferma ha sido ja sometida a trata 
mientos locales y generales sm resultado 
Em4ticos, Sulfanilamida y dilntaciones dm 
termicas 


TRATAiHENTO QUIRURGICO 1 Ex 
tirpacidn de los grandes labios y toilet penneo 
genital 2 Colostomia en el colon transverse 
tipo Perez Carreuo por crisis pseudo oclusivas 
agudas La enferma mejoro notablemente en 
su estado general y algo en el local j durante 
casi un ano fue sometida en el Servicio a un 
nguroso tratamiento durante el cual se ensal 
laron los lodicos, los antimoniales, la sulfa 
mida y sus derivados y se continuaron las 
dilataciones diatermicas y los tocamientos 
locales Eespues de un ano de tratamientos 
infructuosos y en vista de que el recto sigue 
supurando la enferma sufre y se forman ab 
cesos y fistulas penanales, se practica una 
extirpacion del recto muy ampUa y muy al- 
ta descendiendo el sigmoide para establecer 
un ano sacio, la operacidn se reabza con 
anestesia raquidea y con bisturi electnco 
Buena evolucidn post operatona En 1938 
abandond el Servicio en exelentes condiciones, 
satisfeeha del funcionamiento de su ano sacro 
despues del cierre de su Colostomia en el 
transverso Los controles sueesivos climcos, 
radioldgicos y endoscdpicos, realizados cadn 
6 meses liasta la fecha revela una perfects y 
defimtiva curacidn El examen anatomo- 
patoldgico de la pieza extirpada reveld 
lesiones infiamatonas cronicas del tipo Nicolas 
Pavre 

Observaeidn No 2 1938 Re\cla al examen 
un Sindrome grave ano recto penneo de 
Jersild vegetaciones condilamntosas en la 
hoiquiUa vuhar, bipertrofia elefantiasica del 
labio mayor izquierdo y clitoris, snpuracidn 
rectal, mamelones elefantiacos cubriendo la 
margen del ano 

El tacto rectal muy doloroso, pone de maui- 
fiesto inmediatamente por encima del reborde 
anal, una mneosa, como granulosa y a unos 
5 centimetres una estrechez infranqueable, 
que solo permite la entrada del extremo del 
indice Introduciendo bujias dc Hager la 
numero 10 pasa con dificultad Rectoscopia 
Se introdujo el aparato hasta 20 cm previa 
dilatacidn de la estrechez A este nivcl se 
encontrd una mucosa de aspecto normal, per 
miticndo las paredes del intestino nn faefl 
desplazamiento del pico del mstnimento Se 
fue rctirando el aparato y al 
cm se observd una zona inflafn 
con pus, a los 9 cm se 
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fact speaks against an exclusive trau¬ 
matic genesis of this condition. It is 
hard to believe that small repeated 
traumata can lead to the rupture of the 
semilunar cartilage in the absence of 
any pre-exisiing pathologic changes. 
Further evidence against a purely 
traumatic etiology is the fact that in a 
series of cases, the condition is to be 
found on both laiee-joints. I have ob¬ 
served this occurrence in approximately 
8 per cent of my material. In numerous 
cases, there is undoubtedly a disposition 
to this disease. Such a disposition can 
be illustrated by the vien* that the 
articular bodies of the knee-joint in 
indmduals living in mountainous 
country are differently formed from 
those of inhabitants in lov country 
(Bircher, writing from Snutzerland for 
instance). Occupations involving Icneel- 
ing as well as repeated small traumata, 
are considered to bo predisposing fac¬ 
tors. (Turnei', Mayo-Robson, Annan- 
dale, and others.) 

All these may first cause the above- 
mentioned pathologic changes in the 
tissue-structure, and later, lead to the 
rupture under usual forms. 

At any rate, it should be noted that 
approximately 30 per ccni of the cases 
operated upon in my material lack the 
history of a severe trauma, ^uch as 
might be re.'jponsiblo for a * '>mplete 
rupture of the cartilage. Even m most 
elaborate experiments on cad:i\■■i-'., it 
is impossible to bring about .i 'upture 
of the semilunar cartilage. All it - con¬ 
vinces me more and more tiiat most 
ruptures of the semilunar i-aiO'laLr*- are 
paflioloaic fraciurcs, anab.LO.n- t.‘ path¬ 
ologic fractures in b<un*' n a ..i-.-asetl 
reg-iou. Likewise, the^n i i m the 

cartilagincons tissue --n ‘ k-- place 

on tiie basis of path.' orncoses 

s'Steinmnii. Roux, aim e-'-.t-a -uch as 
thf alunc-mention.-d, .^taae of 


which is then the rupture of the semi¬ 
lunar cartilage under its various foims. 

DIFFERENCES EXISTINC BETWEEN DISEASE 
OP THE MEDIAL AND LATERAL 

se:miltjn.ar cartilage 

In my material, the rupture of the 
medial semilunar cartilage is eight 
times more frequent than that of the 
lateral semilunar cartilage. 

On the other hand, large cysts of the 
semilunar cartilage and the "flying 
knee” in my material, as well as in the 
literature, are in the great majority 
of cases to be found in the lateral semi¬ 
lunar cartilage! This fact has been 
pointed out in various publications 
(Campbell and Mitchell, Ollerensha 
Pandalai, and others); the reasons for 
it, however, are not at all clear. 

The frequency of rupture in the me¬ 
dial semilunar caidilage is being gonei’- 
ally e.xplained by the loiown fact that 
tbe conditions of its fixation to the cap¬ 
sule are diiferent from those of tbe 
lateral semilunar cartilage. I do not 
wdsb to enter here in more detail on these 
well-known anatomic conditions, which, 
besides, I do not consider to be unob¬ 
jectionable. Also, if we consider closely 
tbe conditions of vascular distribution, 
no major differences are to be found 
(Henschen) sufficient to explain this 
fact. 

Furthermore, it should be pointed 
out that in cases of rapture of both semi¬ 
lunar cartilages we always find that tbe 
medial semilunar cartilage has been 
raptured in both knee-joints. 

Of importance, in my opinion, is the 
fact—which I have pointed out in 1927 
(Arch. Idin. Chir. 146j—that tbe me¬ 
dial semilunar cartilage shows tbe typi- 
<-al picture of connective tissue cartilage, 
while the lateral semilunar cartilage 
of the newborn corresponds to the hya¬ 
line type of cartilage. Although this 
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difference tends to disappear in 
advanced age, I see in this congenital 
difference in structure the basis for the 
fact that, in later years, the medial semi- 
Innar cartilage is the seat of ruptures, 
while large cysts which may separate 
altogether from the capsule to form the 
“flying knee” are more frequently ob¬ 
served in the lateral semilunar cartilage. 

Besides the rupture, both semilunar 
cartilages may be affected through 
chronic traumatic or degenerative con¬ 
ditions ("Meniscite itaumatique,” Pau- 
zat. Bonnet, Eous), and thus, lead in 
the final stage to certain separations 
which are sunilar to ruptuies 


_ niAGNOSIS 

Wstory and clinical findings are 
the most important signs of the disease, 
namely, the rupture of the semilunar 
cartilage. These are too well known to 
be repeated here. In the clinical esam- 
mation, the so-calleld Bragard’s sign 
seems to me to be of importance: the 
medial semilunar cartilage becomes 
Pbinful on palpation, the exact 
* ® of the articular space, flexing the 
,, and simultaneousUy rotating 

° '^wardly. The lateral semilunar 

^ ^ j So becomes more clearly palpable, 
_<mely, mofg painful, on flexing and 
mmmtaneonsly rotating outwardly. 

.0 x-ray examination with the aid 
j 0^ contrast filling, is in my opin- 
Ih *^?orflnous for the diagnosis. On 
shn Band, plain x-ray films may 

InnaT ? °Wor persons a calcified or dis- 
shadow in the articular space, 
ic a facilitate the diagnosis. This 
* opocially the case when the x-ray is 
^ flexion of the knee-joint, 
f ,, “0 central ray of the x-ray tube 
enna on the tubercnlnm inter- 

ooodyloideum of the tibia. 

endn”'^''® “ever performed an arthro- 
(Bircber; Michael S. Bnr- 
®ann. New York) 


The auscultation of the joint, which 
I have tried for a long time, did not 
markedly facilitate the diagnosis. 

The various forms of tear of the semi¬ 
lunar cartilage can rarely bo differen¬ 
tiated before operation. This is possible 
in some cases in which the rupture took 
place at the antenor iusortion of the 
semilunar carfilage, which moves about 
freely in the aiticular space like a froo 
body. It is moie difficult to recognize 
the other forms of semilunar cartilage 
rupture (see Henderson). 

Most frequent is the detachment at 
the anterior moertion and especially 
the “bucket handle” tear Less frequent 
are longitudinal tears and least common 
is the detachment at the posterior inser¬ 
tion. The two first-mentioned forms 
occur in approximately 70 per cent of 
cases and are the easiest to operate on. 

Aocompanymg lesions of the knee- 
joint must be recognized, if possible, 
before operation, smee these eventually 
may necessitate a change in the plan of 
operation and, furthermore, the prog¬ 
nosis will be different. 

To-day, it is always possible to recog¬ 
nize lesions of the lateral ligaments and 
ruptures of the crucial ligaments by 
the abnormal movements in the knee- 
joint on repeated examination of the 
patient—exact observation and com¬ 
parison with the healthy limb. Practice 
and keen observation will always pre¬ 
vent one from a faulty diagnosis in 
these cases. 

Greater diSculties are, however, en¬ 
countered in dealing with the varions 
forms of chondropathia, cartilage necro¬ 
sis. and arthritis, which often accom- 
panv rupture of the semilunar cartilage. 
Iiig 3 inniati''n of the cotpus adiposum, 
which so often is erroneously diagnosed, 
is verv rare. This diagnosis is often 
xe=orSed to when, on operation. 
lunar ca- is '■'-’cd la ■ 
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The history of the case is in itself 
easily sufficient to clislinguisli loose 
bodies in the articulation from a rupture 
of the semilunar cartilage. The x-ray 
film may be of assistance in case the 
loose body is calcitiod. 

INDICATIONS AND THEATMDNTS 

The state of events described above 
leads sooner or later to the first derange¬ 
ment. I never operate immediately after 
this condition has taken place, because 
at this early stage the diagnosis is not 
yet clear and because the first derange¬ 
ment can always be repaired by itself 
or by certain manipulations. I refer in 
this respect to Charles Pannett. Besides, 
a derangement involving a serious 
hemorrhage should not be operated on 
for considerations of asepsis. Should, 
however, the derangement recur once or 
twice, or should the pain in the articular 
space persist for approximately two 
months, thus becoming a hindrance to 
work and movement, there is, in my 
opinion, an indication for operation. 
In the meantime, other possilile causes 
for the pain or derangement may be¬ 
come clinically evident (gradual devel¬ 
opment of the signs of rupture of the 
crucial ligaments, etc.). In case of a 
sure diagnosis, advanced ago is no con¬ 
tra-indication against operation. Claims 
for compensation are, in many cases, 
put forward only after operation. The 
results of operation seem thus to be 
unfavorably affected. This is, however, 
quite a false impression, and thei’cfore, 
as is so often pointed out, no contra¬ 
indication against operation. 

In case the semilunar cartilage is 
found to be ruptured, a conservative 
treatment is out of the question. It has 
never yet been proven that, for instance, 
a plaster cast, worn for from four to 
six weeks, can really bring about healing 
of a ruptured semilunar cartilage. This 


is also improbable from a pathologic 
point of view. Good results with a plas¬ 
ter cast may thus be obtained only in 
cases in which no rapture of the semi¬ 
lunar cartilage is present. On the other 
hand, it may seriously damage the 
muscles, especially in young persons, 
and lead to- contractures which may 
necessitate a long treatment. 

The only rational treatment in cases 
in which the diagnosis is certain is the 
operation. 

RnOENERATION OF THE SEMIEUNAE 

CARTILAGE AND ITS CONSEQUENCES 

As eai’ly as 1929,1 was able to demon¬ 
strate that the removed semilunar car¬ 
tilage regenerates. This I observed first 
in a case of rearthrotomy and later, in 
a postmortem finding of a patient who 
had been operated on for a rapture of 
the semilunar cartilage and three years 
later died from a duodenal cancer. In 
the meantime, similar regenerates have 
been observed by other authors (Fried- 
erich, M. Burman, and others) and it 
has been pointed out that in these cases 
we have before us a pseudo-regenera¬ 
tion, i.e., after removal of a semilunar 
cartilage new tissue is formed in its 
place, consisting, however, not of hya¬ 
line cartilage but of coimective tissue. 
The regenerated tissue is thus inferior 
to the original tissue removed. These 
findings are not only of interest to the 
pathologist, but are of importance for 
the clinician. The question thus arises: 
can such a regenerate become once more 
affected? Are such re-affections fre¬ 
quent when a disposition is pre-existent? 
Should all be done during the first oper¬ 
ation to avoid, as far as possible, a re- 
genoi'ation? (This could be possible 
through an exact extirpation of the 
“zone of regeneration,” according to 
Henschen.) 
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In fact, I have observed—and also 
reported on—some cases in which a new 
meniscus operation was necessary be¬ 
cause the regenerate ruptured just as 
the original semilunar cartilage had 
done. It should, however, he pointed 
out that, in the large series of cases 
observed by me, this occurrence was 
very rare so that, practically, this un¬ 
common and interesting process may be 
neglected. Among the hundreds of cases 
which I have followed up, in only six 
did a new rupture of the regenerate 
occur. "We may thus overlook all pre¬ 
cautionary procedures for an avoidance 
of formation of a regenerate. The dis¬ 
cussion as to extirpation or resection 
of the semilunar cartilage thus becomes 
irrelevant. 

IlEMABKS ON THE TEOHNIO OF OPERATION 

I have reported in detail on the tech¬ 
nic, in a paper on 800 cases in the Jour¬ 
nal International de Chirurgie, 1940. 
Besides the obvious asepsis, the follow¬ 
ing seems to me to be of importance in 
this routine opei'ation: a sparing inci¬ 
sion which should not damage the liga¬ 
ments or muscles and naturally not 
damage the bone (patella). The incision 
of choice is the short longitudinal inci¬ 
sion made medially, namely, laterally, to 
tile patella (parapatellar) which should 
be located exactly over the articular 
space. The arguments as to other inci¬ 
sions seems to me of purely historical 
interest. The suspension of the leg on 
the operating table is superfluous be¬ 
cause it might endanger the asepsis, 
when, during operation, the knee-joint 
should be moved. Special instruments 
(strong traction forceps, meniscotom, 
special retractors) are, in my opinion, 
essential if the operation is to be per¬ 
formed rapidly and ivith a small incision. 
I always operate under local anesthesia 
■with procain. The technic of operation 


has already been described in detail else¬ 
where. I never use a tourniquet. The 
local anesthesia is the best means of 
obtaining ischemia. The more one oper¬ 
ates the sooner does he recognize the 
changes in the semilunar cartilage. Pro¬ 
longed inspection of the joint during 
operation becomes thus unnecessary, 
especially after premons repeated and 
exact examinations. The technic by 
which the capsule as well as the fascia 
are reunited by a continuous suture, 
the ends of which are led outwardly so 
that later the suture can be removed in 
toto, is, in my opinion, very important, 
considering the irritation of the joint 
and the frequent foimation of cysts 
around the sutures. Since ligatures 
are seldom necessary, no foreign body 
is left behind in the articulation, which 
fact is of great importance. 

In 1933, I demonstrated that the fre¬ 
quent occurrence of a post-operative 
effusion into the articular cavity can bo 
avoided when, before closing the knee- 
joint, the synovialis in the upper re- 
cessus above the patella is picked up by 
a traction forceps, a hole cut out with 
scissors, and this hole bluntly widened 
upward into the muscular space: “Kap- 
selfenster.” This takes only few sec¬ 
onds to perform. By means of this 
procedure, post-operative effusion, 
which previously occurred in 35 per 
cent of all cases, has been reduced to 7 
per cent. I have the impression that in 
the last few years I have succeeded in 
reducing this figure even more (under 4 
per cent). Thus, the mobility of the joint 
returns to the normal much sooner, and 
the muscles liltewise regain their normal 
function. This subject has been lately 
discussed by my pupil Schajowicz (at 
present ivith Prof. Vais in the Argen¬ 
tine). 

After the operation, the knee is immo¬ 
bilized on a wooden splint at an angle 
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of approximately 170°. T\vo days after 
operation, tlie patient lias already 
learned to innervate liis qnadriceps mus¬ 
cles. On tlie third or fourth day, he is 
made to elevate the extended limb. On 
the eighth day, the continuous sutures 
are removed by strong pull, whereupon 
the patient is instructed to exercise 
active flexion of the knee. This should 
never he done forcibly. He will be out 
of bed on the ninth or tenth day. Mas¬ 
sage only the hip, never the joint itself. 
After 15 to 20 days, most of the patients 
have completely recovered. 

I am aware that I have touched on 
only some of the questions which concern 
the semilunar cartilage problem. At any 
rate, this is a question worth further in¬ 
vestigation. The matter should not be 
treated mechanically, as is so often the 
case. Various aspects of this problem 
require further study. However, the 
operation for rupture of the semilunar 
cartilage, with its 95 per cent of lasting 
good results, belongs nowadays among 
the most successful interventions in gen¬ 
eral surgery. 

snsrsi-A-Ev 

The author presents a study of the 
pathogenesity of the lesions of the semi¬ 
lunar cartilages, the differences between 
medial and lateral lesions and the diag¬ 
nosis and indications for treatment. He 
points out that the only rational treat¬ 
ment after the diagnosis has been made 
is sux'gical. He also gives a detailed 
account of the surgical technic, the post¬ 
operative care and discusses the various 
points germane to the subject. 

EESUMEN 

Se hace el estudio de la patogenia de 


las lesiones del cartilage semilunar, de 
las diferencias entre las lesiones medi- 
ales y laterales, del diagnostico y de las 
indicaciones del tratamiento. 

M tinico tratamiento racional despues 
de que se confirma el diagnostico, es el 
quirurgico. Los puntos principales de 
la tecnica de la operacion, son los sigui- 
entes: incision que no cause dano a los 
ligamentos, a los musculos ni al hueso 
(rotula); la mejor incision es la longi¬ 
tudinal corta en la linea media; el em- 
pleo de intrumentos especiales, entre 
otros, pinzas fuertes de traccion, men- 
iscotomo y separadores especiales; an- 
estesia local con novocaina. El autor 
nunca emplea el tomiquete. El cirujano 
experimentado reconoce facilmente las 
lesiones del cartilage semilunar. Es 
inneeesaria la inspeceion prolongada de 
la articulacion, sobre todo despues de 
haber hecho exploraciones minuciosas. 
Gree el autor que es muy importante 
la irritacion de la articulacion y la for- 
macion frecuente de quisles alrededor de 
las puntadas, pero dado que rara vez 
se necesitan hgaduras, no se deja ningun 
cuerpo extrano, Para evitar el derrame 
en la cavidad articular, se levanta con 
las pinzas de traccion una parte de la 
membrana sinovial y con las tijeras se 
afain en ella uu agujero. Despues de la 
operacion se inmoviliza la rodilla con 
tablillas de madera, poco mas o menos 
en angulo de 170°, y despues del tercero 
o cuarto dia que empiezan poco a poco 
los movimientos activos o pasivos. El 
paciente se levanta en el noveno o decimo 
dia, y queda curado las mas de las veces 
en quince o veinte dias. El amasamiento 
solo se ha de hacer en el muslo y mmca 
en la rodilla propiamente dieha. 



Pentothal Sodium Intravenous Anesthesia* 

SAFETY, RELAXATION AND REACTION OF THE PATIENT, 
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I N EVERY surgical operation the sur¬ 
geon’s concern with the anesthetic is 
a very definite factor. First, he 
wants an anesthetic that is devoid of the 
usual hazards. He wants an anesthetic 
that has been tried and tested and in 
which there is the lowest possible mor¬ 
tality rate. 

Secondly, he wants an anesthetic that 
will allow him, to do his work with the 
least amount of trauma to the tissues; 
that is, he wants relaxation. 

Thirdly, he wants an anesthetic that 
will be acceptable to the patient, an an¬ 
esthetic that they would have no fear or 
dread of taking the second or third time. 

The anesthetic agent I udsh to report 
to you on was first introduced in the 
United States in 1934. Pentothal sodium 
is a thio-barbiturate. Its toxicity is 
about the same as evipal but it is from 
30-50% more potent. The most outstand¬ 
ing features of this compound are that it 
is an ultra short acting barbiturate, with 
an excessive fast destructive rate. These 
two properties make it especially adapt¬ 
able for anesthetic purposes, because 
when given intermittently and only in 
doses needed, definite anesthetic levels 
may be maintained. It is rapidly broken 
down by the liver and no trace remains 
in the body within a few hours. There is 

*Prcsented at the International Assembly of the In¬ 
ternational College of Surgeons, Mexico, D. P., 
August, 1941 


little or no effect on the blood chemistry, 
hepatic, or renal functions. Tliere is no 
sweating, no loss of fluids. Electro¬ 
cardiograms taken on normal individ¬ 
uals and patients suffering wdth cardiac 
damage during operation showed no 
change. Like all barbiturates it is a 
marked respiratory depressant. The 
rate is not appreciably influenced, but 
the amplitude is decreased ns the depth 
of anesthesia is increased. 

Pentothal sodium has been used most 
extensively in surreal procedures in 
which a relatively short operating time 
interval is required, and in which mus¬ 
cular relaxation is not essential. How¬ 
ever, Carraway of Birmingham, Ala¬ 
bama, U. S. A., showed that if oxygen 
was administered throughout the oper¬ 
ation in sufficient amounts to combat 
anoxemia, major surgical procedures 
could be done with safety using pento¬ 
thal sodium as a total anesthetic agent 
In this report, more than 80% of the 
cases were of a major surgical nature, 
and pentothal was used as a total an¬ 
esthetic agent 

My comments are made from the 
standpoint of a general surgeon. All the 
anesthetics were given by expert anes¬ 
thetists who were trained in its use. The 
comments on the action of the drug and 
its administration are from anesthetist.? 
who have had the widest experience in 
its use in onr section of the country. 
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Pentothal sodium -was first used in At¬ 
lanta 21/2 years ago. Within the past 
year there has been a 400% increase 
in the use of this anesthetic agent. This 
rapid increase is due to two factors: 

(1) The delightfulness of this anes¬ 
thetic from the patient’s stand¬ 
point. 

(2) The safety of the anesthetic agent 
as based on the first one and one- 
half years experience 'svith it. 

The different types of operations in 
the 4400 cases have been tabulated: 


TYPES or OPERATIONS 


General Surgery . 

. 2437 

Gynccoiogv . 

.. 684 

G. TJ. Surgery . 

. 501 

E. E. N. T. 

.305 

Orthopedic Surgerv . 

. 154 

Neuro-Surgery . 

. 141 

Plastic Surgery. 


Oral Surgery . 

. 73 

Thoracic Surgerv . .. 

. 18 

Total . 

.4400 


It is seen that General Surgery and 
Gynecolog}* comprise almost three- 
fourths of the total. Over 80% of these 
operations have been major surgical 
procedures. The ages of the patients 
are from 3 years to 91 years. The ma¬ 
jority of the cases were in the second, 
third and fourth decades. 12% were be¬ 
yond the fifth decade. Over 15% of the 
cases were considered fair or poor risks. 
This anesthetic is being given more and 
more frequently to the aged, to the fair 
and poor risks because it is definitely 
felt their metabolic functions are upset 
the lea.st. an.l their chances of recovery 
are belter. It is a God-Send to the aged 
patient. The duration of the anesthesia: 
shortest time, 10 minutes for incision 
and drainage of abscess, longest time, 11 
hours for a brain tumor. 

Pentothal sodium is being used with 
increasing frequency in the Surgical 
Specialties. The Neuro-Surgeons praise 
it most highly, and find tliat it gives com¬ 


plete satisfaction in laminectomies of 
four hours duration and brain tumor 
operations of even longer duration. 



Fig. 1. "■ ’ ’ ■ ■ ■ .e anesthetist without 

assistance ’ ■ and holding the pa¬ 
tient’s chir ^ ■ given, drop by drop, 

intermittently, only as needed by simply turning the gear 
wheel. 

The safety of Pentothal sodium is due 
to the two factors mentioned above; it 
is an ultra short acting barbiturate, and 
it is rapidly destroyed in the body. Thus 
when given intermittently in drop by 
drop doses it approaches the minute to 
minute controlability of the inhalation 
anesthetics. In major sui'gical proced¬ 
ures when surgical anesthesia has been 
reached there is a suppression of respir¬ 
ation, and to combat the resulting anox¬ 
emia, oxygen is used constantly through¬ 
out the operation. Usually 3-4 liters per 
minute will suffice. A B.L.B. face mask 
is adjusted as soon as the patient is 
asleep*. It is felt that the continuous ad¬ 
ministration of oxygen throughout the 
operation is one of the “musts” of 
pentothal anesthesia, both in minor and 
major surgical procedures. 

The problem of administering this 
drug resolved itself into three factors: 

(1) The absolute control of a drug so 
powerful that surgical anesthesia 
can be produced in less than one 
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minute, and -where the margin of 
safety may he exceeded hy a few 
co’s or even drops. 

(2) Anoxemia must he combated by 
the continuous use of oxygen 
throughout the operation. 

(3) One anesthetist alone must he re¬ 
sponsible for the safety of the 
patient. 

A mo-yie -will show a syringe holder 
that I devised a little over two years ago 
that has solved this problem to our sat¬ 
isfaction. 



i’lg. 2. DraTnng showing 50cc capacity syringe 
holder set np for use. Tension on the tnovahlc arm of 
the rack and pinion gear pierents back flow of blood 
into the needle, thus no occlusion of the needle by 
clotting can occur. Saline, glucose, plasma and 
citrated blood may be easily given along w^th the 
anesthetic by the addition of an ordinary S way stop 
cock either at the needle or at the sinngc. 

PEEOPEBATITE MEDICATION 

A patient properly prepared takes a 
much smoother anesthetic and the 
amount of the drug necessary to nse is 
greatly diminished. A shorter acting 
barbiturate, as nembutal gr. 1% is given 
at 9 p.m. on the night before operation 
and repeated t-wo hours before oper¬ 
ation. One hour before operation pan¬ 
topon gr. 1/3 and atropine gr. 1/150 is 
given. Pantopon causes much less post¬ 
operative nausea and vomiting. Atro¬ 
pine prevents laryngeal spasm, hic¬ 
coughs and coughing. 


TECHNIQUE OP ABMINISTrJmON 

A 2%% solution is routinely used, be¬ 
cause the margin of safety is much 
greater, and in the last 3000 cases there 
has been no phlebitis, whereas in the 
first thousand, two cases occurred. A 
20 gauge, short bevelled needle, one inch 
long is used. Saline and plasma, if 
needed, will not obstruct this needle hut 
if a transfusion of citrated blood is an¬ 
ticipated during the operation a larger 
needle is used. 



Tig 3 Drawing showing fletaile^ construction of 
20 cc capacity syruigc holder. The syringo^ snaps 
readily into holder. Note Uic adjustability in any 
position. 

Our anesthcbtists no longer ask the 
patient to count -while giving the first 
few co’s of the drug. The patients are 
less apprehensive and they drop off into 
a natural sleep after 5-6 c.c. of the drug 
is given. There is no excitement, no 
struggling. They do not know -when tliev 
go to sleep. The B.L.B. face mask is im¬ 
mediately adjusted, and o.xygen is given 
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continuously tlirouglaout the operation, 
3-4 liters per minute will usually suffice. 
The rate and esc\irsion of the respira¬ 
tions ai-e noted and while the patient is 
being prepared and draped 3-4 more 
c.c’s are given slowly. The skin is then 
pinched and if there is no movement the 
incision may be made. The patient is 
the sole guide to the amount of the an¬ 
esthetic given. At times it is necessary 
to give Yi, to 1 grain before sufficient re¬ 
laxation is obtained. This amount can 
1)0 given in as short a time as 15 min¬ 
utes, but once the patient is relaxed, 
very little anesthetic is needed to keep 
perfect relaxation. The first indication 
of more anesthetic agent needed is an 
increase in the rate and depth of the res¬ 
piration, movement and phonation come 
next. 

Hiccoughs can readily be stopped by 
rehreathing of COo and oxygen and 
deeper anesthesia. The eye signs are 
insignificant. However, when the eye 
is not focused in the center it is indica¬ 
tive of light anesthesia. The pulse is 
slow and of good volume. The blood 
pressure usually drops S-10 points the 
first few minutes and then regains its 
normal course. There is very little or 
no variation before and at the end of 
the operation. A clear airway must be 
maintained at all times. An airway must 
be used if necessary. The throat reflex¬ 
es are not abolished immediately and the 
airway can not be inserted until deeper 
anesthesia is established. To insert an 
airway too soon may cause coughing 
and laryngeal spasm. The anesthetic 
agent is given slowl;. , drop by drop, in¬ 
termittently, onlv u . I. it is needed for 
relaxation. As r o v >'iher anesthetic 
agent enough ot . dnoj; is given to 
produce relaxuih'! average dose 

has been 1.5 ci.'iu- .ilt!a>u£{h in several 
cases as mucii a- 'jvams have been 
used with no ill , itcct. \Vlien more than 


1.5 grams have been given, and the pa¬ 
tient appears to be deeply anesthetized 
2 c.c’s of a .3% picrotoxin solution is 
given intravenously when the perito¬ 
neum is being closed. This dose may be 
repeated if necessary before the patient 
leaves the table. Picrotoxin is a specific 
analeptic for the barbiturates. Its ad¬ 
ministration causes a much quicker re¬ 
action 


DOSAGE 

Like ether, or any other anesthetic 
agent, this drug must be given in suffici¬ 
ent amounts to produce proper relaxa¬ 
tion. Each patient is a problem unto 
himself. I have tabulated the smallest, 
the largest, and average dose in the op¬ 
erations most usually done. 

DOSAGE IN GBAINS 



Cases 

Small- Larg- 

Ave- 



est 

est 

age 

Appendectomy. 

..400 

0.45 

3.3 

1.1 

Herniorrhaphy . 

.. 60 

0.8 

3.0 

1.5 

Gastroenterostomy . 

.. 20 

1.0 

4.0 

2.4 

Colon Resection . 

.. 11 

1.0 

3.5 

1.8 

Perforated Peptic Ulcer . 

.. 7 

1.1 

2.5 

2.2 

Gastric Resection. 

.. 4 

1.4 

3.25 

2.4 

Thyroidectomy . 

.. 56 

0.4 

2.0 

1.2 

Choecystectomy . 

. . 35 

1.0 

3.8 

2.2 

Hysterectomy . 

.. 84 

1.1 

3.4' 

1.8 

Pelvic and 6YN Plastics 

., 56 

0.5 

3.0 

1.0 


POSTOPERATIVE CARE 

A nurse should'be in constant attend¬ 
ance to hold the chin up until the patient 
reacts. Hypodermics of morphine and 
pantopon postoperatively should be 
withheld until the patient is moving 
around freely and complaining severely 
of pain. A hypodermic given too early 
causes depression of respiration. 1/6 
grain doses is usually enough. Blood 
pressure is recorded every hour for 3-4 
hrs. and if there is evidence of shock, 
appropriate measures are instituted. 

Prolonged sleep at times will cause 
concern among the patient’s family. 
Picrotoxin 2 c.c., of a .3% of a solution 
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given IV every 35-40 minutes Tvill cause 
a response. Metrazol 1-2 o.c. IV ivill 
also hasten recovery. 

OONTKAINDIOATIONS 

The contraindications are hecoming 
less and less as we leam more about the 
drug. The patient with marked dimin¬ 
ished cardiac and pulmonary reserve 
are naturally had risks. Patients are re¬ 
covering from emei’genoy operations 
that two years ago would have had no 
chance. Small children from 6-9 years 
of age will sometimes take as large a 
dose as a 150 lb. adult. They sleep from 
18-20 hours, temperature will go to 102 
to 103 degrees. Although no had results 
have occurred in the few cases observed, 
I feel that some other agent should he 
used. Jaundiced patients tolerate the 
drug well. Vo have seen no bad results 
when used along with sufanilimide. No 
patient with a full stomach should he 
given this dnig, eg. accident oases, 
emerging appendectomies, and intes¬ 
tinal obstruction, until the stomach con 
tents have been emptied. 

COMPUCATIONS 

Atelectasis., Two cases, both recov¬ 
ered. 

Ding ideosynorasies. Pour cases man¬ 
ifested by generalized rash and el¬ 
evated temperature. Kecoveiy with 
no iU effects. 

Phlebitis. Two cases. Eecovery with 
no ill effects. 

IMOnlAUTY 

No deaths have occurred that could be 
attributed to the anesthetic. 

BESUIjTS or ANESTHESIA 

This anesthetic agent is ideal from the 
patient’s standpoint. It is lOOVo satis- 
factoiy. They drop off into a natural 


sleep they do not remember when they 
go to sleep, they awaken back in their 
rooms as if from a refreshing sleep. 
They will take the anesthetic again and 
again, and will tell their friends about 
it. It is removing the dread and fear 
of the operating room. Postoperative 
nausea and vomiting occur in less than 
595 of the cases. Prom the surgeon’s 
standpoint all who have used it to any 
extent are very enthusiastic over it. Ee- 
laxation depends upon the degree of 
anesthesia. The same relaxation as with 
spinal may be obtained in the upper ab¬ 
domen as well as in the pelvis. The skin 
remains dry and warm. Not one drop 
of fluids is lost by visible sweating. 

The safety of this anesthetic is in 
direct proportion to the experience of 
the anesthetist giving it. It is a powerful 
drug, the margin of safety is small, but 
adequate, if understood. 

SUMMAKV 

Pentothal sodium intravenous anes¬ 
thesia has been used in 4400 cases as a 
total anesthetic agent. 

This anesthetic agent is ideal from 
the patient’s standpoint. The rapid in¬ 
crease in the number of cases given in 
the past year in the Atlanta hospitals 
indicate that the surgeons are satisfied 
with the relaxation obtained and the 
safety accorded their patients. 

Penthothal sodium should never bo 
given c.\’ccpt by an anesthetist trained 
in its use, and who has all the methods 
of combating anoxemia at hand. 

A simple rack and pinion syringe 
holder that simplifies its administration 
is described. 

nnsuMEN 

En 4400 pacientes so cmpleo como 
unico anestesico general el, pentotal 
sodico por via endovenosa. 
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Este anestesico es ideal en lo que re- 
specta al paciente. El aumento creci- 
ente del nuinero de cases en que se ad- 
ministro esta anestesia el afio pasado, 
en los hospitales de Atlanta, Ga., B. TJ. 
A., indica qne los cirujanos estan satis- 
feohos con la relajacion obtenida y con 
la seguridad de la anestesia. 


El pentotal sodico ba de ser apKcado 
siempre por algnn anestesista compe- 
tente, que disponga de todos los medios 
para contrarrestar la anoxemia. 

Se describe una jeringa senciUa, con 
su portajeringas. 


INTERNATIONAL CREDENTIAL BOOKLETS 

All Affiliates are requested by the officials of the Col¬ 
lege to carry their International Credential Booklets to 
aU Assemblies, State Guild meetings and clinics. This 
will facilitate the proper cei'tification of their attendance. 






New Prothesis And Surgery 
Towards Prothesis Motion* 

THEODORE J. DIMITRY, M.D., F.I.C.S. 

NEW ORLEANS, LA 


I E THE plastic eye is “un fait ae- 
compli”, it will naturally have an ill 
efioct upon the glass eye industry; 
for out of plastics, imitation crystals, 
the rarest of colorings have heen pro¬ 
duced. The Snellen reform eye, blown 
from the oryolith or opalescent glass, 
was much delayed in execution, because 
the artisan experienced great difficulty 
at first, in blowing the glass into a 
double shell eye and only succeeded after 
many trials. The plastics have been 
used for some years for fabricating pro¬ 
theses. However, none of these sub¬ 
stances have proved satisfaotorj'; al¬ 
though attempts have failed, it does not 
mean that these materials cannot bo de- 
relopod advantageously. 

The plasties have been knoivn for 
some years and a number of plastic oyes 
have been fabricated. At one time the 
intention was to turn out such eyes en- 
masse. They did not prove satisfactory. 
Fully 15 patents have been taken out 
in the TJ.S.A. for plastic artificial eyes. 

In March, 1935, James L. Travers of 
Cleveland, Ohio, developed out of vinyl 
resin plastics, an artificial eye of great 

merit. 

Even if the world was informed of 
the composition of the oryolith glass, a 
demand would still exist for the plasties, 
for such materials can be shaped in con¬ 
formity with the socket and handled 

'Priitntca at tlio International AssemUy pf the 
InteraationaJ College ot Surgeons, Menco Citf, 
August, 1941, 


without fear of breaking, whereas, glass 
is fragile, demanding the maximum of 
gentleness. The future of the plastic 
prothesis is promising, for many sur¬ 
geons have sufficient ingenuity to out 
them oat in conformity to the require¬ 
ments of the socket, whereas, glass once 
blown cannot be altered. 

The surgeon has already provided the 
moving stump for the prothesis to sad¬ 
dle, but the glass artisan frequently 
limited in anatomical knowledge and 
not familiar ivith the plastics has been 
unable to make full use of the surgeon ^s 
skill. 

The early plastic eyes were made of 
oollulose, either the nitrate or acetate. 
Eu the former, camphor was employed as 
a_plasticizer, and in the latter, vegetable 
oils. I have not had any personal ex¬ 
perience with the cellulose but when 
studying its properties, I have seen very 
little ohiection to this material. It is 
sufficiently light, its compressive 
strength all that would bo desired but its 
water absorption power probably great¬ 
er than wanted in an artificial eye. The 
Urea Base Compounds offer many out¬ 
standing advantages. They give a con¬ 
siderable degree of translncenoy with a 
brightness and depth of color snporior 
to opalescent glass which is the attrac¬ 
tive feature of the German glass. These 
plastic substances will withstand 15 to 
30 minutes in boiling wafer without de¬ 
leterious effect and show no detorinrn- 
tion after throe years. 
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The production of acrylic resins such 
as Incite are the climax of a long history 
of chemical research. These resins 
are beautifully transparent, and optic¬ 
ally perfect. The colors rival cast 
phenolic resins. The material is light, 
the strength all one would want, and its 
water absorption practically nil. To he 
exact, .5% in 168 hours. 

The Poulard and Real protheses were 
of celluloid. As also those of Dessell and 
Lafittee, Steiner, Valois and Bonnelon. 

None of these eyes, as also the glass 
prothesis, ^vas designed for any other 
purpose than to act as a shield. However, 
in 1892, John L. Borach, Philadelphia, 
Pa., May 17, took out a patent No. 
474,808 which provided an artificial eye 
that is susceptible of receiving all the 
movements that are imparted to the na¬ 
tural eye. This was accomplished by a 
flexible spring. And that of Theodore 
Dimitry of New Orleans, Annals of Op- 
thalmology April 1917, utilized the dif¬ 
ferent shapes and contours given the 
Snellen eye hut on the posterior surface 
there is an opening into the hollow to 
procure a moderate suction by the vac¬ 
uum that can be produced by having 
repeatedly pressed upon the prothesis. 
He also used a rubber diaphragm 
stretched across the eye, for the same 
purpose, namely, to obtain motion for 
the prothesis. 

The artificial eye reflects the story of 
Pygmalion and G-alatea—^man carves in 
marble a woman of perfect form, falls 
in love with his handiwork and prays it 
be given life. As regards the artificial 
eye, man has blown of glass a shield^ to 
fit under the lids, painting to perfection 
the iris, pupil, and the blood ^ vessels 
there on, yet has ever since waited for 
animation. Pygmalion thought his Ga¬ 
latea perfect. The artisan his artificial 
eye equally so. 

For many years I have labored to ac¬ 


complish motion for the prothesis and to 
have it move in equal extent with the 
companion eye. My inordinate desire 
to this end during my early days in op- 
thalmology when I Avas green in judg¬ 
ment is accountable for my condenma- 
tion of enucleation as unsurgical. The 
socket this operation left apparently 
could not provide the motion sought. As 
a consequence I contributed my share of 
substitute surgical procedures, but I 
was dissatisfied even with them for the 
substitute enucleation surgery also fail¬ 
ed to produce orderly motion. However, 
I did not admit that motion for the pro¬ 
thesis was unobtainable but persisted in 
my efforts and even hitched the pro¬ 
thesis to a ball that was implanted in the 
sclera; but to no avail; the motion ob¬ 
tained was at best desultory. Though 
the artificial eye and its position in the 
socket ivas in range of human observa¬ 
tions 1 ivas not aware that its shape 
balked motion. Because of not discern¬ 
ing this fact, I worked ineffectively. 

The glass eye of Snellen is thought of 
as a masterpiece. However, with all its 
pod qualities, it is but a shield. Then I 
introduced another sui’gical procedure, 
implanting a colored glass ball after 
evisceration through an opening in the 
sclera leaving the cornea which in time 
thinned and finally the implanted ball 
was extruded, but I continued in my at¬ 
tempts to obtain motion for the pro¬ 
thesis. 

The plastics now commonly used in all 
types of endeavors were resiDonsible for 
blunging about newer thoughts. Some 
of these materials possessed the appear¬ 
ance of glass and in particular, cryolith 
glass from which the artificial eye is 
blown. I became interested in them, my 
motive being to use them to teplaee the 
secret glass our enemy used in blowing 
the artificial eyes. War was on, and I 
knew that the Afferent shapes given the 
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glass eye could be duplicated in this ma¬ 
terial. As regards obtaining color of iris 
and the depth of the pupil, there was no 
difficulty encountered. The climax came 
when I realized that plastic artificial 
eyes could be altered in shape, by the 
Burgeon familiar with the muscles and 
the tissue of the socket, to achieve the 
object sought. Such qualities in a ma¬ 
terial opened a long vista of possibil¬ 
ities. 

With these findings before me, I na¬ 
turally retracted my earliest comments 
regarding the enucleation surgery, a 
turn about as it were, for after all is said 
and done, fully 90% of condemned eyes 
are enucleated, therefore, it is the enu¬ 
cleated socket that is in need of the mov¬ 
ing prothesis and if motion for the pro¬ 
thesis in the enucleated socket could be 
accomplished motion for the substitute 
procedures could be easily accomplished. 
After enucleating the eye, my first step 
is to adopt to the socket an interim pro- 
thesis made of a transparent plastic and 
shaped like a soup plate with the bottom 
knocked out. The large hole in the center 
permits arranging the muscles and the 
tissues of the socket and the transparen¬ 
cy of the interim prothesis permits them 
to be arranged advantageously. I was 
cognizant that the old prothesis could 
not be made to move, therefore, I must 
find out if a new design would move. 
The interim prothesis prepared the 
socket to this end. The new designed 
prothesis decided upon was a section 
from a 22 nun sphere, for what was 
wanted was harmonious action with the 
companion eye and if this was to be ob¬ 
tained, it must of necessity be of its 
spherical measurements. But it was not 
simply a prothesis that was required but 
of equal importance was the need to de¬ 
cide upon the arrangement to be given 
the muscles in the enucleated soeket, 
After some experiment, arrangement for 


the muscles and tissues of the socket was 
determined, however, not unalterably so. 

The interim prothesis is not adapted 
simply to prevent a symphlesphron and 
for stretching tissue but is to further the 
arrangement of the muscles and tissues 
for the permanent prothesis’ motion. It 
is contended that if desired motion is 
accomplished for the interim plate, it 
can be built upon for the other require¬ 
ments of the fuUy developed prothesis. 

My preferred procedure at this time 
for enucleating the eye begins by mak¬ 
ing a vertical cut in the conjunctiva 
starting at the limbus line and extending 
along the superior rectus into the cul- 
desac. The conjunctiva is now cut in a 
line circumscribing the limbus. The su¬ 
perior rectus is the first severed, yet out 
to leave a stump remaining on the 
sclera. The globe is turned down and tho 
superior oblique muscle is next severed. 
After the other muscles and the optic 
nei-ve are cut from the globe, hemorr¬ 
hage is then controlled. The interim pro¬ 
thesis is now introduced, and through 
the hole in it, the internal and external 
recti muscles are approximated to the 
best advantage. However, they are not 
as yet sewn together. The superior and 
inferior recti are left distal from one 
another for they arc to serve ns ex¬ 
tremes of a vertical scar. The superior 
rectus muscle is well isolated for the 
main body of it is to be sowed to the 
main body of the levator palpebrae 
muscle. There are two reasons for sow¬ 
ing together these two muscles. The first 
is to provide a unit action for tho two 
muscles. The second reason is to in¬ 
crease tho depth of tho cnldesao. 

Before sewing the two recti together, 
namely, external and internal recti the 
conjunctiva is freed on the temporal 
side from the external rectus so as to 
regulate muscle and tissue to an ’"ant- 
age. Tho time has not ■'> I 
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am able to -utilize tbe oblique muscles 
advantageously. Tbe interim protbesis 
is now re-inserted, motion tested. If 
satisfactory, tbe eye is then bandaged. 
Tbe interim protbesis remains until tbe 
first dressing. 

Tbe permanent protbesis comes in 
two sections, tbe scleral part and tbe 
comeal-iris part. Tbe scleral part is 
similar in measurement to tbe curve of 
tbe nonnal eye. These parts are made 
in various shades with or without tbe 
tracmgs of tbe blood vessels. Tbe pos¬ 
terior surface may be compared to a 
football stadium—a series of tiers lead¬ 
ing to a pit. In tbe plane of tbe diameter 
corresponding to tbe upper and lower 
mai'gins of tbe eye a furrow is cut that 
tapers to tbe pit and traverses each of 
tbe steps. Tbe pit, more accurately des¬ 
cribed, is a circular bole extending 
tbi’ougb tbe sclerae part. Tbe outer 
portion of tbe bole will be filled by tbe 
corneal-iris part. 

Tbe aforementioned furrow is cut 
deeply at tbe periphery and appears as 
a rounded Y cut into tbe scleral part; 
tbe cut plays an important role in fitting 
tbe protbesis. This furrow straddles tbe 
suturing of tbe internal and external 
recti muscles and tbe notch which marks 
tbe upper extreme of tbe protbesis fits 
into tbe angle formed by tbe now sii- 
tured superior rectiTS and levator pal- 
pebrae muscles and tbe pi’ongs of tbe 
V shaped cut project backward over tbe 
tongue of tbe superior rectus. 

Tbe protbesis differs from tbe reform 
eye in that like a cup it fits over tbe 
muscles of tbe socket in a definitely or¬ 
derly manner and is anchored at tbe 
angle of tbe superior rectus and tbe 
levator palpebrae muscles. Eemember 
during tbe sutuiing of tbe conjunctiva, 
tbe external culdesac is made shallower 
whereas tbe superior culdesac is made 
deeper, therefore, the tendency of tbe 


artificial eye to twist is reduced. 

It has been pointed out that tbe fixa¬ 
tion of tbe protbesis is in tbe vertical 
meridian and has no fixation point in tbe 
horizontal meridian; moreover, it is an¬ 
chored at tbe junction of tbe superior- 
rectus and levator palpebrae muscles; 
also, tbe furrow cut into tbe posterior of 
tbe protbesis rests over tbe point of su¬ 
ture of tbe inter-nal and external rectus 
muscles. Tbe fact that tbe posterior 
surface of tbe protbesis has been made 
in step for-mation will prevent tbe 
muscles from sliding under tbe pro¬ 
tbesis. 

Tbe protbesis will not be inhibited in 
movement in this horizontal meridian 
since it is free in this meridian but will 
be turned on its vertical axis by tbe ac¬ 
tion of tbe internal and external muscles 
since tbe suturing of these muscles rests 
in tbe furrow of tbe protbesis and other 
poi-tions rest against tbe steps of tbe 
protbesis. 

Motion in tbe vertical meridian is re¬ 
latively unimportant nevertheless some 
motion may be obtained by tbe action of 
tbe lids. 

Tbe above contribution has to say that 
tbe plastic artificial eye is an accom¬ 
plishment and may even be superior to 
tbe glass eye. Throughout tbe years mo¬ 
tion for tbe glass eye has been sought, 
but not obtained; tbe plastics, however, 
are readily moulded and designed even 
in tbe hands of tbe surgeon, therefore 
has made possible an ambition of years, 
motion for tbe protbesis. A tyioe of 
surgeiy to this end is submitted. 

SUMMART 

Tbe author evaluates in review tbe 
protbesis and surgery towards protbesis 
motion as practiced today and describes 
original studies, improvement of mate¬ 
rial and original technic which be has 
devised (plastic artificial eye). 
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DIMITRY, THEODORE. J 

Enacleation of tbc eyeball a faulty technic, cosmetically 
considered N O. Med & Surs J* 1907 

A Suggesboa For Aa Improved Prothesis Am J Ophth 
1907. 

Simple Enucleation and Evisceration Unsurgical So Med 
J 1907. 

Operation Relesfatin? Enucleation of the Eye to Its Proper 
Position. Am J. Ophth 1919 

Eviscero Neurotomy With An Endothesia As A Substitute 
For Enucleation Arch of Opbth 1902 

Plastic Sphere For Implant After Evisceration Or Eouclea* 
tion of the Globe E £ N & T Monthlv October 1940. 

The Story Of tbc Artificial Eye E t N. 4, T Monthly 
October, 1941, 


SUMARIO 

BI autor evalna en revista do protesis 
y cirugia hacia la protesis de motion 
como es pacticada hoy y describe es- 
tudios originales, mejoramiento do mate¬ 
rial y teonica original las cuales nosotros 
hemos hecbo (ojo artificial plastico). 


INTER-AMERICAN EXCHANGE TRAINING 

Piofessor Heiman de las Casas, Dean of the University 
of Caracas, Venezuela, has been appointed Chairman of 
the Inter-Amoiican Exchange training activities. Those 
desiring further information please communicate irith 
Professor Heiman de las Casas, Sairia, Caracas, 
Venezuela 




Effect of Sympathectomy on Blood Volume in 
Thromboangiitis Obliterans 

M. RAGHMILEWITZ, M.D., AND M. WOLMAN, M.D'.* 

JERUSALEM, PALESTINE 


ILBERT and collaborators^-^ have 
found that thromboangiitis obliterans 
is usually accompanied by reduction 
in the blood volume. They report an aver¬ 
age reduction of 22.3 per cent for untreated 
patients and somewhat less for treated pa¬ 
tients, In 10 per cent of the cases examined, 
however, reduction in blood volume was 
not observed. The findings were corrobo¬ 
rated by chemical analyses of the blood, 
which showed tliat Buerger’s disease is usu¬ 
ally associated with a tendency to hemo- 
concentration. 

On the other hand, Roth and Maclay^ 
concluded that reduction in blood volume 
is not a common feature in cases of throm¬ 
boangiitis obliterans, and regarded the re¬ 
duction occasionally seen in tlieir cases as 
insignificant. It is interesting to note that 
the blood and plasma volumes were found 
b)’" these authors to be lower in Jeivish pa¬ 
tients than in Gentiles, 

EFFECT OF ADRENALIN 

Many cases of Buerger’s disease have 
been treated in tills hospital (Hadassah Uni¬ 
versity Hospital) by ganglios}Tnpathecto- 
my, sometimes associated udth adrenalecto- 
m}’-. The procedure seems to have a benefi¬ 
cial effect upon the circulation in the af¬ 
fected extremities and upon the healing of 
tlie ulcers. It seemed to us of interest to 
determine whether this procedure has an 
effect on blood volume, and whether im¬ 
provement in the climcal condition is as¬ 
sorted with an increase in blood volume. 

department, Hadnss.oh University 


The effect of an excess of adrenotym- 
pathetic stimulation on blood volume has 
been studied by several investigators, Hit- 
zenberger and Tuchfeld^ found that sub¬ 
cutaneous injection of adrenalin caused an 
increase in blood volume in 50 per cent of 
their clinical cases. These authors suggest 
that the increase is due to a contraction of 
the great blood reservoirs, especially of the 
liver. Their suggestion is corroborated by 
the observation that adrenalin is widiout 
effect in cases of liver cirrhosis. 

Brednow® arrived at different results. 
According to his work, subcutaneous or 
intravenous injections of adrenalin cause 
an increase in the number of erythrocytes 
and a decrease in plasma volume. 

Freeman® has found that “prolonged 
activity of the sympathetic nenmus system 
. . . injection of adrenalin . . . results in a 
decrease in the circulating blood volume.” 
He concludes that “prolonged vasocon¬ 
striction of itself results in a loss of blood 
from the circulation.” 

Moon" gives another explanation for this 
phenomenon; he supposes that adrenalin 
produces anoida by arterial vasoconstric¬ 
tion, which in its turn causes atony of the 
capillaries and transudation of plasma. 

Various authors have also studied the ef¬ 
fect of adrenalectomy and tympathectomy 
on the blood volume of laboratory animals. 
Britton and Silvette® found that blood vol¬ 
ume in cats is usually reduced after adre¬ 
nalectomy. Swingle, Vars and Parkins® 
found that adrenalectomized dogs have a 
decreased blood volume, and mention work 
by previous authors (Rowntree and Brown, 
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Wyman, etc.) whose results support a 
similar conclusion. 

The experimental evidence cited above 
does not necessarily bear directly on the 
problem we investigated, since in complete 
adrenalectomy the symptoms resulting 
from removal of the medulla and from re¬ 
moval of the cortex have not yet been fully 
differentiated. It seems probable, however, 
that the diminishing effect of the adrenals 
on blood volume is due to the cortex.® 

Complete sympathectomy has been per¬ 
formed on dogs by Wilson, Roome and 
Grimson,^® who sought to estimate the 
blood volume of dogs by bleeding them to 
death. They did not find any strilcing dif¬ 
ference in the blood volume of normal and 
of sympathectomized dogs. More recently 
Hamlin and Gregersen,^^ found that in cats 
sympathectomy causes an increase in blood 
volume amounting on the average to 26.2 
per cent of the original values. 


MATERIAL AND METHODS 


Our clinical material was not selected, 
and consisted of Jewish patients who en¬ 
tered Surgical Departments A and B of the 
Rothschild Hadassah University Hospital 
for treatment.* In several instances blood 
volume determinations were also made up¬ 
on sympathectomized patients who suffered 
from diseases other than Buerger’s. 

Blood volume determinations were made 
by the plasma dye method of Keith, 
Rowntree and Geraghty,^® using a i per 
cent Congo red solution.'^ Determinations 
were first made, as a rule, within the three 
days before operation, and again between 
the tenth and fourteenth days after opera¬ 
tion, when the effect of operative trauma 
is presumably over. 

It has been our e.xperience, in which we 
are in agreement with previous workers, 
t at the Congo red method of estimating 


'ncnls. Dr, Josc^ the Surgical Dqjar 

uiiTe these Mandl. for permission 1 

tCougadom v; paUcnhs of their wards, 

tme). ^ londly supplied by "Haiel- (Haifa, Pale; 


the blood volume has a range of error of 
±5 per cent. Owing to the fact that the 
patients underwent an abdominal operation 
during the interval between blood volume 
estimations, changes in blood volume of 
less than lo per cent cannot be considered 
as significant. 

Simultaneously with blood volume de¬ 
terminations, data as to body weight, red 
cell counts, hemoglobin values (Sahli), and 
hematocrit values (Haden’s method^®) were 
obtained. 

The operations performed were lumbar 
gangliosympathectomy at different levels, 
unilaterally or bilaterally, with or without 
adrenalectomy. 


RESULTS 

The results of the determinations are set 
forth in Tables r and 2 . In all, the investi¬ 
gation covered 16 patients, ii of whom 
suffered from thromboangiitis obliterans, 
and 5 from other diseases. The effect of 
twenty operations of the sympathetic chain 
of these patients was observed. On com¬ 
paring the results in patients \vith thrombo¬ 
angiitis obliterans (Table i) with results in 
patients suffering from diseases other than 
thromboangiitis obliterans (Table 2 ), it is 
seen that in the former s)mipathectomy 
generally led to an increase in blood vol¬ 
ume, whereas in the latter group the effect 
was slight or absent. 

Returning to the Buerger group, it is 
seen that in most cases blood volume was 
reduced preop eratively. The average of 
plasma volume and blood volume per kg. 
in these patients before operation was 34.7 
cc. and 71.6 cc., respectively, while the 
corresponding values in the control group 
were 45.8 cc. and 91.3 cc. In the thrombo¬ 
angiitis obliterans group plasma volume per 
kg. was reduced, on the average, by 24.3 
per cent, and total blood volume by zi.6 
per cent. 

In some of our cases of Buerger’s disease 
the values of plasma and blood volume per 
kg. were found to be normal (Case G. E., 
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the time of the operation when the con¬ 
dition of the gall bladder and the adja¬ 
cent organs are before the surgeon. If 
the diseased gall bladder can be removed 
without hazard to the patient, it should 


be done. However, there are many times 
that a quick operation, with drainage of 
the gall bladder under local or intraven¬ 
ous anesthesia, is a life saving pro¬ 
cedure. 

CLAEK D. BEOOKS, JI.D. 


1942 ANNUAL ASSEMBLY 
UNITED STATES CHAPTER 

The Medical Profession 
is invited to attend the next Annual 
Assembly of the United States Chapter 

of the 

International College of Surgeons 
to be held in Denver, Colorado, 
July 15 through July 18, 1942 




The President’s Page—United States Chapter 


T he TJmted States Chapter and the 
International College of Surgeons 
carry on unceasingly in pursuit of 
their respective constitutional assign¬ 
ments, that the interest and enthusiasm 
of the work to he done be maintained, 
and in earnest consciousness of our high 
aims and serious mission we may, from 
day to day, take account of stock with 
gratifying success. 

As in every worth while undertaking 
one can expect resistance, opposition 
and set back, these reactionaiy forces, 
at times more dilatory, may be virtually 
destructive. It is for us to clearly visual¬ 
ize our course with firm conviction that 
we are in possession of opportunities to 
be found in the unfolding of our view 
of the gifts of science and to the duty 
we hare accepted to pass on to yovnger 
generations of surgeons, the experience 
of bygone days and the stimulus of in¬ 
ternationalization of knowledge and re¬ 
search. 

We are dedicated as never before in 
onr national history to the defense of 
onr liberty and the implication of this 
unprecedented task calls for abnegation 
and force, in sympathy, loyalty and co¬ 
ordination with all the agencies in exist¬ 
ence and with those to he created, to the 
ultimate reality of peace, liberty, spir¬ 
itual freedom, manhood and culture. To 
secure these attributes we must appre¬ 
ciate the vitality of the basic principles 
and objectives upon wliich the Inter¬ 
national College of Surgeons is founded. 
Our Fellowship can and will play its 
role in providing for ,tbe Army and 
Navy's personnel of the nation such in¬ 
struction in emergency and war snrgeiy 
as will fit them for maximum effdenev 


in the service. Moreover, civilian med¬ 
ical protection in morale and prophy¬ 
laxis will he hugely dependent upon 
medical coordination and equipment and 
here, as well, onr organization can plan 
and direct helpful assistance. 

Obstacles may appear in the way, re¬ 
duplication of activity in the various 
branches of the service may have to be 
adjusted for practical simplification, 
but the fact remains incontrovertible 
that our Fellowship can be of definite 
serrdee in this great national emergenej^ 

Onr International College is singu¬ 
larly called upon to bring into function 
the educational activities of its mem¬ 
bership by the plan of the Board of 
Governors and ’out of this organized 
teamwork, timely assistance can he pro¬ 
vided wherever the demand may be 
made. It is our duty, our opportunity 
and privilege to place the personnel and 
facilities of onr organization, ns such, 
at the disposal of the government now 
or at any time if efficient service is in 
the offei". 

A War Conneil of the Chapter and f ho 
ColJcge has imdcr study ways .rad 
means by which our resources c.iu be 
placed at the disposal of the gmem- 
ment. 

Bear in mind that your Chapter, 
through ifs Business Office, naintains 
daily coniact with the Fell >wship .ar- 
fivities. giving all possible aformaiifr 
to appb'canfs desiring afiiliation vil 
the College. Internationa! aontaezs 
foreign Chapters and w'th Xsticr^^' 
genK where Chapter^, are r.--* 
duly organized, are kept rr ' 
ifcnsiastic cooperation is evezW'' 
eridecce. 

DE^wnmoS.^’' 
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POST GRADUATE STUDY GUILD, UNITED STATES CHAPTER 


DIRECTOR DIRECTOR EASTERN ST^TES 

DESIDERIO ROMAN, M D. GEORGE S FOSTER. M D. 
250 South Seventeenth Street 925 Chestnut Street 

EHILADELPHXA MANCHESTER, N H 


DIRECTOR WESTERN STATES 

CHAS. H. ARNOLD, M D 
Terminal Building 

LINCOLN, NEBRASIvA 


DIRECTOR NORTHWESTERN STATES 

JAMES c MacGregor, m.d. 

Medical Arts Building 

GREAT FALLS, MONTANA 


THIRD ANNUAL MEETING OF THE PHILADELPHIA GUILD OP THE 
UNITED STATES CHAPTER OP THE INTERNATIONAL 
COLLEGE OF SURGEONS 


This meeting was held December 12, 1941. The 
program was as follows; 

Jefferson Hospital—^Dr. Thomas A. Shallow 
Operative Olinic 

10:00 A.M.—Dr. Kenneth Fry—Peritoneoscopy 
11:30 A.M.—^Dr. Thomas Shallow— 

1. Gall Bladder 

2. Carcinoma of the Beetum 

3. Carcinoma of the Stomach 
Philadelphia General Hospital 

2:00 P.M.—Dr. "William T. Lemmon—Demonstra¬ 
tion—Continuous Spinal Anesthesia. 
University Hospital—^Dr, Eldridge L. Eliason 
Operative Clinic 

9:00 to 10:00 A.M.—1. Partial Resection of colon 

2. Thyroidectomy 

3. Thoracotomy 

4. Resection of Sigmoid 
.5. Appendectomy 


10:00 A.M.—1. Dr. William Osier Abbott—Surgical 
Application of the Miller-Abbott 
Tube 

10:15 A.M.— 2 . Dr. Jonathan Rhoades—^Experimen¬ 
tal and Clinical Use of Coumarin 
10:30 A.M.—3. Dr. Albert Bothe—Studies on the 
Pathogenesis of Carcinoma of the 
Ureters. 

10:45 A.M.—4. Dr. Robert Brown — Diagnosis of 
Lesions in and about the Cecum 
11:00 A.M,—5. Dr. Julian Johnson—Total Pneumo¬ 
nectomy 

11:15 A.M.—6. Dr. Harry MacNamee—^Abdominal 
Aneurysm 

11:30 A.M.—7. Dr, Eldridge Eliason—Surgical As¬ 
pects of Intestinal Obstruction 
Naval Hospital—Drs. Shaar, Martin and Kreur 
10:00 A.M.~ia-30 P.M.— 

1. Gastric Resection—Spinal Block 



Guild Fellowship Dinner, Union League Club, Pliiladelphia 
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2 Cholecystectomy—Continuous Spinal 

3 Excision of Semilunar 

4 Open Ecduction Fracture of Olecranon 

5 Seduction Fracture of Os Calcia 

12 30 PM—Ward Pounds—Naval Hospital 
Philadelphia General Hospital—2 00 P M to 4 00 
PM-—Dr Moses Behrend 

1 Lobectomy 

2 Dry Clinic — 

Total Pneumonectomy for Tuberculosis 
Cases illustrating Thorocoplastj 
4 00 P M 

Hahnemann Hospital—^Dr Charles P Bailey 
Thymectomy 

Shrinera Hospital—Orthopedic Surgery—Dr John 
Eoyal Moore 

2 00 PM to 4 00 PM 

Temple tfniversitj Hospital—Dr John Royal Moore 


Follon Up Clinic of Delnvcd Reduction 
Method of Treatment of Fractures 
St Luke's and Children's Medical Center—10 00 
A M to 12 Noon—Dr Leonard 4verett 
Vaginal Hysterectomies 

Picture Demonstration of the tcclmiquc of Vaginal 
Hystcrectomj 

Dr Earl B Cnig 

9 30 AAI to 12 Noon 

1 Subtotal Hysterectomy 

2 Total Hvstcrcctomy 

3 Craig Benson Technique for Carcinoma of 
the Body of the Uterus 

4 Internal PeUic Relaxation 

2 00 PM 

Lying In Hospital—Dr Clifford B Lull and Staff 
Operative Gynecological and Obstetrical Cases 


MEETING OF THE HUDSON VALLEY 
GUILD OP THE INTERNATIONAL 
COLLEGE OF SURGEONS 

On December 4, 1941 the Hudson Valley Guild 
of the International College of Surgeons in cooper 
ation with St Francis Hospital, Poughkeepsie, New 
\ork and its' committee consisting of Doctors' 
James E McCambridge, James J Toomey and 
Richard J Boyce held a Symposium on Cancer 
Through the bountiful hospitabty of Sister Superior 
Angela and the Sisterhood all the facilities of the 
bosptal were placed at our disposal Over two hun 
dred physicians from the Hudson Valley and the 
neighboring states of Connecticut, New Jersey and 
Massachusetts attended The program for the day 
opened with registration in the Mam Buildmg of 
Sat Fesa^s &t 9 AM and oestmued until 9 PM 
Luncheon was served with the compliments of the 
Ladies Auxiliary of St Francis Hospital at which 
Mrs J Roosevelt, the President and her auxiliary 
acted as hostesses The saentidc program was con 
tmued until 6 F M after which the staff of St Fran 
CIS Hospital provided a cocktail hour following which 
dinner was served 

The first speaker of the morning session was Doe 
tor George 8 Foster of Manchester, N H His topic 
was “Present Status of Mabgnancy '' Doctor 
Charles Muzzicato of New York City, State Senator 
and chairman of the Pubbe Health committee for the 
state, spoke on ‘ Recent Legislation Pertainmg to 
Cancer “ “Breast Tumors" were discussed by Doc 
tor I Busch, associate surgeon of the New York 
Cancer Institute Doctor Anatole Kolodny, author 
of a text book on Bono Tumors spoke on “Present 
Status of Bone Tniuors " There was an address on 
“Mabgnant Renal Tumors" by Doctor John Duff of 
New York City, director of Urology at Morrisania 
City Hospital and attending Urologist at Broad Street 
Hospital Doctor J J Toomey lead a IG nunntc dis 
cussion Doctor Duncan MacPheison of New York 
City, Specialty Regent, Otolaryngology of the Inter 
national College of Surgeons and consulting Otolaryn 
ologist at Mid Town, Bronx and West Side hospitals, 
discu«sed “Carcinoma of the Larynx " This was 
discussed by Doctor J E McCambndge “Gastnc 
Carcinoma" was the opening lecture of the after 
noon program and was debvered by Doctor A A 
Berg of New York City Doctor Berg is senior state 
regent of the International College of Surgeons 
Surgeon to Mt Sinni and Montefiore hospitals, and 


cbnical professor of surgery at Columbia University 
A 15 mmuto discu'ision of Doctor Berg's paper was 
conducted by Doctor I W Held of New kork City, 
clinical professor of medicine at New York Universitv 
and Bellevue hospital Medical College and attcndmg 
physician at Beth Israel hospital Doctor Milton 
Bodeaheimer of New 1 ork City, censor of the Inter 
national College of Surgeons and attending surgeon 
at tlie Hospital for Joint Diseases and Sydenham 
hospital also discussed Doctor Berg’s paper Doctor 
WiSUam Watson, associate attending surgeon at Me 
monal Hospital for the Treatment of Cinccr, dis 
cussed “Carcinoma of the Thyroid " “Tumors of 
tbo Cerebellopontine Angle" was the topic of a 
talk bj Doctor Byron Stookey, spccialti regent of 
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the International College of Surgeons, professor of 
Neurological Surgery at Columbia University, and 
director of Neurological Surgery at the New York 
Neurological Institute. The discussion of Doctor 
Stookcy's paper was opened by Doctor Janies P. 
Kelleher. A paper on “Cancer of the Pectum" was 
read by Doctor Prank C. Yeomans of New York City, 
Professor of Proctology at New York Polyclinic, 
surgeon at Polyclinic hospital and Medical school and 
honorary consulting surgeon of the New York Can¬ 
cer Institute. Doctor Fred H. Albee, president of 
the International College of Surgeons spoke on 
“Massive Eesection of Bone Sarcoma with Imme¬ 
diate Bone Graft Eeplaccment” illustrated by colored 
motion pictures. An open discussion was lead by Doc¬ 
tors Eobert Andrews, Milton Bodenheimer and Leo 
Murphy. 

The evening dinner guests included the visiting 
and local surgeons, staff of St. Francis Hospital and 
civic leaders. 


CANCER CONTROL THROUGH STATE 
LEGISLATION 

presented by 

State Senator Dr. Charles Mnzzicato, 
Chairman of the Senate Committee on Public Health, 
before a meeting of the Hudson Valley Guild of the 
International College of Surgeons Dec. 4, 1941, at 
, Poughkeepsie, N. Y. 

During the last decade there has been increasing 
recognition of the fact that cancer control is a public 
health problem. Prior to 1931, in only two states 
was there a cancer control program operating under 
the auspices of legislative action. Today, eleven 
states have cancer control programs established by 
statute. There are an additional 27 states which 
carry on some sort of activity designed to aid in tlie 
control of cancer,' but it is of the eleven states with 
laws that I wish to speak. 

It has been observed that “In the absence of pre¬ 
cise and well-authenticated knowledge regarding spe- 



of the Meeting of the Hudson Valley Guild of the 
Part of a group attending dinner on the occa^oi Poughkeepsie, New York, D& ember 4th, 1941. 

International College of Surgeons at St. Francis ^ Spross; Dr. James J. Toomey; Dr. Frank 

Standing rear, left ^g^ Dn A W. Thomson; ^ host committee; 

New York ' r . 

S. Foster, --- 

Dr. Max M. Simon, president of the Hudson Valley Guiia, Rripelnlt-r'r-ewnt of the 

regent of the International College: Dr. Duncan MaePherson, of New York City, specialty regent of the 

International College; City Judge Charles A. Corbally. 
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cilic etiology, the basis of causer control niea*iures 
must necessarily be the relatuelji lo\ er ca e fatabtv 
obtained ivhen cancer is recognuel and treated be 
fore metastasis has occurred ’ 

Tbe action of tbc'C eleven states indicates that 
this IS a 'ound ba*is for a program Dr Leonard \ 
Scheele past assistant surgeon of the National Can 
cer Institute, found in a recent survey that the broad 
organized attack on cancer todaa can be divided 
roughly into the four foUomng activities 

1 Efforts to educate the lavman 

2 Efforts to keep the physician aware of the im 
portance of constantly looking for cancer in 
his patients up to date in the newer knowledge 
of ^agnosis and treatment, and cognizant of 
his sbtlitr cfi- hiS 2£mitsticss ta eunffg- for can 
cef patients 

3 ShmuLation and aid in the organizatioii of treat 
ment and diagnostic centers and provision of 
direct or indirect public assistance to the needy 
in obtaining adequate care 

4 Research in statistical and fnndamcntai scientific 
fields relating to cancer and in improving diag 
nosis and therapy* 

The states with such cancer control programs are 
not widely distributed Tlie<ie states are iXame, Ver 
raont, New Hampshire, Massachusetts, Connecticut, 
and New York in the northeast, Georgia md South 
Carolina in the southeast, IHinois and Missouri in 
the midwest, and Texas in the southwest Onlv three 
state programs—New York, Massachusetts and New 
Hampshire—are more than bit years old, and Maine 
and Texas passed enabling legislation just this year* 

Administratively, cancer control is handled most 
commonly through the creation of a division or com 
mission of cancer control within the state department 
of health, as in New York State, although a few 
states have sot up separato cancer commissions * 

Turning from this general survey of state epon 
sored programs to a brief oTaimnation of methods 
and obiectives m the four lines of activity mentioned 
pre>aou9ly, I have found that education of the laity 
IS being carried on through lectures, radio programs 
movies, pamphlets, posters and other exhibits, arti 
clcs in new^apers and other periodicals etc The 
aim of this activity is to get the layman to seek 
medical adnee promptly and frequently Through 
the media listed an effort is being made to sul stitutc 
an attitude of cautious alertness for the all too com 
mon attitude of ignorance superstition and fear 
with which cancer is regarded b> the public Warn 
mg IS given about potential causes of Cjmccr, and 
information is disseminated about those danger 
signals which if obseriod, should be brought to the 
attention of a physiaan The location and methods 
of admission to, and payment for treatment facib 
ties arc publicized * 

These actnitics arc designed to bnng the patient 
to the physician Most of thee states als^ carry on 
programs of postgraduate professional education, 
for we efoofors foo may ftavu rtrtfcA fo feam TTic 
methods employed here consist of cbntcs, refresher 
courses, issuance of bnllctins, pamphlets and, in 
Massachusetts, Connecticut and New York, for ex 
ample, comprehensive handbooks **No State health 
agency attempts to do professional education except 
in close cooperation with, and at the direction of, ita 
state Mcdieal Society 

In addition to thc«c educational activities, the 
state control programs attempt to provide? adequate 
diagnostic and treatment facilities All of these 


atates ha\e or plan to pro\ido, free tissue diagnostic 
stmccs* Mort, than 300 tumor dimes anproicd by 
the American College of Surgeons have been ostab 
bshel in the United Stales* In New York State, 
outside of New lork Citj, there arc 3S tumor clinics, 
approved by the Cancer Coutrol Dinaiou of the De 
partment ot Health which the state has helped to 
c«!tabb>h ” These Ne\s York dimes nro so distnb 
uted that one of our legidativo commissions was able 
to sav in 1939 “Now no cancer patient will need 
to traael more than SO miles" to u'c thcm“ 

Three states have erected separate cancer hospi 
tals* and the other states, except for Illinois ind 
Maine where the programs aro not yet fully cstab 
Itshcd, have followed a practice of aiding in the 
est:zbhshza^at of approicd teettment centers ta t} 
ready existing public or voluntarv hospitals thus 
minimizing the transportation problem ” In all of 
these states the cost ot treatmint for necdv patients 
13 borne by the state—alouc or with participation 
of the count} or mumcipabtj of tho patient's rcsi 
denec 

MTulo the three activities already mentioned are 
aimed at treatment and cure state control programs 
aro also funcliomng along a fourth line—research 
This work may be summanred briefly 

One stale health department has a Uological re 
search laboratory, and another subsidizes fimda 
mental cancer research in a medical school Six 
states haro other research programs including stud 
1C9 of . . morbidity, mortality, and results of 

therapy, effectiveness of laj and professional edu 
cabon and related statistical subjects” 

Because the history of most of these state j ro 
grams is comparatively brief, I have made no attempt 
to evaluate their effectiveness While programs aro 
possible without specific legisblion under broad 
health laws existing in most states, there are definite 
advantages in special legislation Such action (1) 
Focuses public attention on the problem, (2) Dcslg 
nates the measures to bo taken thereby assuring that 
they will be taken, (3) Obbgates the state legislature 
to appropriate the funds necessary to carry out tl e 
intent of the law ” 

It IS clear, I think, that much remains to bo done 
New York lias probanly done moro in cancer control 
than any other state, jet, in 1940, approximately four 
times as much money was expended for tuberculosis 
control as for cancer control” not that tuber 
culosis 15 getting too much, but cancer control shoiill 
get more In view of tho rismg incidenco of cnnci r 
because of better diagnosis and incrca''uig ngo level nf 
tho population, more generous appropriations must 1 n 
made 

We plijoiclans can feel proud of tho rolo vto havo 
plajed in this campaign Tho National Cancer In 
stitutc points out that “Almost without exception 
tho legislation already passed was conecJvcu 1 y 
cancer con’«ciou3 plivsicians and was sponsored by 
State Medical Societies TTowover, we must not 
rest on oar Itareh Co/tiroi proprnms rxUi, to 
sure, but tho problem is not yet solved 
And before closing may I add that wljle Jt Is l>o 
yond question true that there is no place for jollll n 
in tho practlco of medicine, cancer ami other dh 
ease control programs of wj le magnitude tun 1 h m n 
effectively carried out If tho mcdieol jirofesslon wo iM 
lake more active Interest In jiolitlei It Is 
of this need that Z was Infliieneed to arret t rneja 
bersliip in the State Senate The yer^onal sae ifive 
that wc physlciaiiB may hate U, make, Ijy I fb" 
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The Dr T F McCarthy eadowment at the Creigh 
ton Umversity Medical School under nhich members 
of the College may do research is being used by a 
good number of the affiliates m Nebraska This is a 
very fine opportunity and we are glad ‘'everal are taX 
ing advantage of it. ’' 

JOINT MEETING 
WISCONSIN CHAPTER 
INTERNATIONAL COLLEGE OF 
SURGEONS 
AND 

MILWAUKEE SOCIETY OF CLINICAL 
SURGERY 

Tuesday, March 24th, 1942 
OPERATIVE CLINICS— 

ST LUKE'S HOSPITAL 9 AM to 1 PM 

Surgery 

J J Adamkiewicz E E Galasinaki 

TV J Carson J G Garland 

G S Flaherty J J Gramlmg, Jr 

Eye Ear, Nose and Throat 
B F Churchill E M Eice 

F J Schubert 


Obstetrical Surgery 

B TV Eoethke Elmer Gramlmg 

Bone and Joint Surgery 
L D Smith John Dieterle 

J F Zivnuska 
Urological Surgery 

TV M Kearns Robert Erwin 

Luncheon at the University Club 1 15 PJVI 
Afternoon Program 2 30 P M 
Karl Schlaepfer Samuel Higgms 

G "V I Brown 
Dmner at G P M 

Desidcno Roman, President elect, International 
College of Surgeons, Guest Speaker 

THE FLORIDA POST GRADUATE STUDY 
GUILD OF THE INTERNATIONAL 
COLLEGE OF SURGEONS 

The initial meeting will be held March 13, 1D4D at 
the Flamingo Hotel, Miami Beach, Florida Dr Fred 
H Albeo and Anthony Joseph Mendillo will bt among 
the ‘speakers 

Ralph Gowdy, M D , 

Secretary Treasurer, 

Florida Post Graduate Study Guild 


CHEMOTHERAPY IN SURGERY 


Sir John Fraser comments on the role of 
Chemotherapy m relation to “Wound Infec 
tion and Accidental Vounds,” in the Edin 
burgh Medical Journal (Vol SL^TII No 12, 
December, 1941) as follows 
<*There is great and unceasing interest in the value 
of the sulphonamide compounds as prophylactic 
media Comments are accumulating, they arc both 
entlmsiastic and disparaging, but on the whole the 
impression is growing that certam of these com 
pounds when mtroduced into accidental wounds offer 
valuable protection agamst infection A variety of 
these substances is available—sulphanilamidc, sulpha 
thiazole, sulphapyridinc, sulphadiazine, sulpbamcthyl 
diazme, snlphanylguamdine, sulphacetamidc—and 
active are the chemists that new compounds arc con 
stantly bemg added to the already considerable list 
It seems that when these compounds are placed in an 
infected wound their anti bacterial action is exerted 
in two nays, a bactericidal or bacteriostatic effect 
upon the organism and a stimulus of a tissue non 
specific defence mechanism The most effective com 
pound will be that whicli exerts its influence along 
both these lines in tho most marked degree, and re 
search is proceeding to establish with accuraev the 
value of tho respective substances. 

During the past two years I have nppbed one or 
olber of the«io drugs to all acadcntal wounds and to 
many types of surgical wound where infection cannot 


be avoided I am satisfied that on a general bisis the 
procedure has outstanding value, the difilcnltj bemg 
to discriminate and to chooso the drug which is most 
effective My knowledge on tbs important point is 
incomplete, but the impressions are crystalbsing Tho 
preparations of which I have most experience arc 
sulphanilamidc, sulpbapyridine sulphatluazono, and 
sulphacetamide, and my appreciation of their values 
IS as follows Sulphanilamidc is uncertain in its local 
bactericidal effects except in streptococcal infection, 
wbero it IS effective it is not associated with any 
degree of reaction m the tissue defence mechanism 
Sulphapyndino is more effective in its bactericidal 
effects, but it appears to act ns a loc.al irritant in 
degree which inbibits the local defence mof*! aniir 
of tho wound Bulphathmzole is bactcncidal to I 
streptococci and staphylococci its effects on c 
Clostridia aro uncertain In its effects on n tf* 
tissue there is a moderate degree of reaction a 
significant feature is the stimclatirn of a ^ c n 
body reaction which undon’b^dJr inerta'cs ♦ I 
defence mechanism Palphacelamidc (Albuci 1 ' 

IS an efficient bactericide, its scblibty is 
lar advantage, its appl cab a i« associ - 
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BOOK REVIEWS 


ranctional Patholo^: Leopold Lichtwitz, M.D. 
' Chief of the Medical Division of the Montefiotc 
Hospitaij Clinical Professor of Medicine, Colum¬ 
bia Dniversity, New York. Cloth, 567 pp., 167 
illustrations. Dollar 9,75 Grune and Stratton, 
New York. 


P ROGEESS in medical Science today is charac¬ 
terized largely by the development of specialized 
knowledge. We are therefore apt to approach 
with a certain degree of skepticism a book, which in 
the limited space of 567 pages proposes to deal with 
all the important problems of functional pathology. 
The thought that such a book cannot be much more 
. than a textbook for students, similar to those on 
era! pathologic anatomy, is not unjustified. How- 
, a study of this book will soon dispel such 
s. It will bring home to the reader the im- 
nce of a synopsis at a time when medical 
ce is absorbed in specialized study of individ- 
organs. Succint though this presentation is, 
author manages not only to give in detail our 
csent factual knowledge and its significance in 
the light of clinical experience, but he touches, 
with particular incisiveness, on the problems 
still shrouded in obscurity. Perhaps, the greatest 
merit of the book is that in addition to presenting 
mature and critical knowledge it also formulates 
new research problems which will prove stimulat¬ 
ing to research workers in the laboratory as well 
as in the clinic. The author commands international 
literature and his historical observations which 
preface each chapter are particularly worthwhile. 
The surgeon will find particularly interesting the 
ch.apters on "Functional Pathology of the Thyroid 
Gland" "Mechanism of the Manifestations of 
Graves’ Disease and the Interrelations between the 
Thyroid and the other Endocrine Glands” “Mech¬ 
anism of Defense" "Goiter," "Iodine Therapy in 
Thyroid Disorders" "Hyperthyroidism” "Mech¬ 
anism of Arthritis" "Mechanism of Calcification 
and Decalcification" "Essential Hypertension" 
"Angiospastic Diathesis. Migraine.” 

The rest of the book is equally worth reading. 
The book is written in clear and simple language, 
and in a fresh, direct style. The make-up of the 
book is good, though some of the illustrations might 
well be replaced by better ones. 

Surgery of the Heart. By E. S. J, King, M.D., M.S., 
D.SC., F.B.C.S. (England) F.B.A.C.S., Honorary 
Surgeon to Out-Patients, Royal Melbourne Hos¬ 
pital. Pp. I2S with 266 Illustrations. $13.50. 
Baltimore, Williams and Wilkins Co. 1941. 

T his monogram written by a surgeon with an 
excellent knowledge of physiology and pa¬ 
thology describes in Section one—Embryology, 


Anatomy, Comparative Anatomy, Physiology, Pa¬ 
thology, Radiology and Electrocardiography. 

In Section two, the treatment of cardiac diseases 
is divided into 3 parts, (1) General methods of sur¬ 
gical approach and the various principles on which 
they are based; (2) Experimental work; and (3) 
The various diseases and their treatment. 

The observations made on pathological material 
and experimental surgery with clinical cases at the 
Hniversity of Melbourne was presented as the Jack¬ 
sonian Essay of the Royal College of Surgeons in 
1938. 

King gives an excellent description of all the 
operations thus far used on man with a fair ap¬ 
praisal of the results, collected from the World’s 
literature. 

With the increasing interest in the "Disease of 
Doctors" and the frequency of injuries to the 
heart in War, this book is an excellent addition to 
every surgeon’s library. 

W. J. Carson 

Synopsis of Genitourinary Diseases, by Austin L. 
Dodson, M.D., E.A.O.S., Third Edition, with 112 
Illustrations. Published 1941, C. V. Mosby Com¬ 
pany, St. Loiiis. 

T his book is exactly what it purports to be, a 
synopsis of genitourinary diseases,—but it is a 
good synopsis. The author has succeeded in 
saying much in very few words and has covered 
considerable ground within the limits of a pocket 
size volume. 

As no attempt has been made to describe tech¬ 
nical or surgical details, the volume evidently is 
intended for the special use of students and general 
practitioners and it serves the purpose admirably. 
The present volume is the third edition published 
in eleven years, which is a good indication of its 
quality. 

Changes have been made throughout the book, hut 
mainly in the chapter on the etiology of urinary 
calculus, to conform with the latest developments 
in this field. Likewise the new chemotherapeutic 
agents of the sulfonamide group have been given 
appropriate attention. The volume is a conserv.n- 
tive review of our present knowledge of urology 
brought up to date. 

The typography is good throughout but somewhat 
difScult because of its compactness. There are few 
typographical errors, mostly unimportant, but the 
dosage of ammonium chloride, "15 to 20 grams 4 
times a day” (page 52), is likely to prove embarras¬ 
sing to the physician who follows it literally. For¬ 
tunately the error is corrected on page 111, where 
grains instead of grams are correctly stated. 

On the whole, however, the hook is a safe ana 
useful guide and does credit both to the author and 
his publisher. 

A. L. Wolbarst 
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ANESTHESIA... SURGERY... 

LIVER FUNCTION... 

and 


( DEHYDROCHOLIC ACID) 


HAT fhe functlonol copacify of fhe 
liver frequently determines the 
postoperative condition of the patient 
has been pointed out by many authors. 
Thus fhe concept of liver death has been 
developed to explom a type of exitus 
which occurs shortly after surgery and 
which is unrelated to the pathologic con¬ 
dition necessitating operative measures. 
Surgical manipulation and anesthesia are 
Icnown to depress liver function, ond if he¬ 
patic function ts poor preoperatively, the 
postoperative value may be so low os to 
impede recovery or lead to death. 


Through the administration of 
Decholin and dextrose, liver function 
may be measurably enhanced, os shown 
by the Quick hippuric ocid ond the 
serum bilirubin tests. Given preopera¬ 
tively and postoperatively. Deehoffn 
mokes the potient a better surgical risk 
and makes for a smoother and more 
rapid postoperative recovery. Recent 
studies indicate that this type of prep- 
orotion proves voluable in o!) patients 
undergoing surgery. Dechof/n is contra¬ 
indicated in total obstruction of the 
common or hepatic bile duct. 



PhyiiCidAS ora inviled fo requasS Sha ihird adition of "Biliary Tracf Dftturb- 
oneai/' which discustat in dafail lha wtda fherapeuKe opplieabilily of DecftoHn. 

Riedel-de Haen. Inc. 

105 HUDSON STREET NEW YORK. N. Y. 



Faultless catheters are scientifically de¬ 
signed with smooth-finished orifices. 
Made from rubber stock that with¬ 
stands body fluids and resists auto¬ 
clavings. Each catheter individually 
inspected. The catheters’ importance 
in surgery justifies your specifying 
Faultless brand. 


THE FAULTLESS RUBBER CO. 


ASHLAND, OHIO 
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TESTED BY TIME 


PROVED BY RESULTS 



Over two decades of increasing use in innumerable cases have proved 
that NEOcainc is outstanding among spinal anesthetics because it possesses 
definite, distinctive qualiries. 

Among the qualities inherent in NEOcaine are such advantages as 
(l) low toxicity, (2) safer anesthesia, (3) simplest technic, (4) maximum 
relaxation, (5) minimum nausea and (6) quick recovery. 

Thus, NEOcaine, backed by years of successful experience, inspires 
confidence in the patient and complements the skill of the surgeon. It 
facilitates technic in even the most delicate procedures. 

Supplied in boxes of ten ampoules of 50, 80, 100, 120, 150, 200, and 
300 mg. of pure procaine hydrodiloride especially prepared for spinal 
anesthesia. 


NEOcaine 

for spinal anesthesia 
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r- '’.•-ri- n-ut j'l-v, i.f .Irainai;** 

:'[ ( ■■.o'aiiii i] ptTl*-'tly. 

Mia;, wcii l» rai'n'l Td 
\\ ’.-'f ;!?f -tiil’all’i:!'d!. pi all of 

.''npira! i ii* cnu arc 

:)j ■ •hail!', ill*' ini'-' au'" I'l. 'ih > ila’* . ii<>t a 
' i’.-rl" an !n!« ctdii u xiniil !ia> 

111 - 'arj'-ii in a rii-aa 'Urirical I'a'i' I ^\lll 
^ aa lie ihat ia this era nf modern .■u-'Cp- 
."i' cifa.Ti •■'luiuid iml iM“eunie iii- 

I>nt even nnder the nie^l careful 
■•■•■hnie. one ncca,-mnall> ha.-- this inis- 
’•iittine. If by thit- jimeediire mie can 
I'fevenl lent a sindo instanci' or two dnr- 
imr the crmr?c of a year, it dtotrld bo 
woi tliwliile. \Vhon an infection develops 
loHowine; thvalroidcctomy. for oxamplo. 
the patient may be confined to the liospi- 
tal not for day?, but weeks. 

Serum has lieon relatively uncommon 
but has not been entirely eliminated. It 
certainly has not been increased as has 
iieen the experience of some writers. My 
feelint: is that the serum is not the result 
of the sulfonamides so much as it is due 
to its method of application. 

Keport? on the use of the sulfonamides 
at Pearl Harbor by Cloward. Long and 
Kavdin. and Moorehead emphasized the 
meat value of chemotherapy in prevent- 
imr wound infection. Most emphasis ap¬ 
peared to be on the efiicacy of sulfanila¬ 
mide. not a great deal being said about 
the u.se of sulfathiazole. and a fcAv re¬ 
ports that have cotne to my attention 
discussed the ttso of the sulfonamides 
within the peritoneal cadt}’. Thus Clow- 
ytrd reported sulfanilamide was of value 
not only in scalp and skull wotmds but 
.also in the missile tract in the brain. His 
preference for sulfanilamide was based 
'tim tile I’eport of Goodvdn and Findley. 
Tn?t>g^erimontal studies showed that 
sulfanilamitK^as absorbed more rap¬ 
idly into the blootkstream than any other 
^uli'onamido <img. Loner and Ravdin re- 
r-'^rtcil on the startling efficacy of sul- 
:'-nr.mide? in open wounds, and Moore¬ 


head states that purulent exudate avas 
practically absent from the avomids. 

In an effort to crystallize opinion re¬ 
garding .some of the controversial points 
on tlie use of the sulfonamides in stir- 
gery. a questionnaire was sent recently 
to twelvi- leatling American and Cana¬ 
dian ■■'urgeons, and a summary of tlieir 
reports was presented at the South¬ 
eastern Surgical Congress in Atlanta, 
(ieurffia, March 11, 1942. The surgeons 
in this group were Fred Eankin, Lex¬ 
ington. Kentucky; Verne Hunt, Los An¬ 
geles, Califomia: Vernon David and 
Raymond !McNealy, Chicago, Illinois; 
Mont Reid, Cincinnati, Ohio; Thomas 
Orr. Kansas City, Missouri; Waltman 
Walters, Rochester, Minnesota; Henry 
Cave. New York, New York; Eohert 
Sanders, Jlemphis, Tennessee; Claude 
Hunt, Kansas City, Missouri; Gordon 
Fahrni, IVinnipeg, Canada, and Fred 
Bailey, St. Louis, Missouri. 

This group was considered to be a 
representation of all surgeons outstand¬ 
ing in Gieir localities and of national 
reputation. McNealy reported that he 
had not had the occasion to use the sulfa 
drugs in conjunction Avith surgery. Walt¬ 
ers Avithheld his opinion on many ques¬ 
tions pending a study of a control group. 

They Avore asked the folloAving ques¬ 
tions: 

1. Are you using any of the drugs of 
the S7dfa. group hitraperitoneally? 

All elcA^en replied “yes.” 

2. If so, ivJiat drag or drugs and hou) 
much? 

Of ten Avho ansAvered, nine stated that 
they Avere using sulfanilamide; of these, 
two Avere using sulfathiazole also; 
Claude Hunt of Kansas City preferred 
sulfatliiazole alone (in this respect agree¬ 
ing Avith the author). 

The dosage varied from 4 to 12 gm. 
of sulfanilamide, depending upon the 
type and seA’ority of the ease. The aver- 
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age dose of sulfathmzole used by Claude 
Hunt, Falirni, Sanders and myself has 
been S gin Verne Hunt stated 
■‘We have closed the abdomen with¬ 
out diainage in luaiij instances uhere 
foimeilj u e \i oiild have instituted diam 
age We liaie been leij favoiablj im¬ 
pressed until the intiapoiitoneal use of 
sulfonamides and have confined oiii 
usage of these drugs practically entirely 
to sulfandaniide We have iiioie often 
used 10 gm than 5 gin , and at no tune 
have ue seen any iintowaid results fiom 
the use of this amount of the drug ” 
Eanhm reported its use of particulai 
value m oases of intestinal resection 
Cave, of the Eoosevelt Hospital in New 
York, where the first successful report 
of the intraperitoneal use of sulfanila¬ 
mide was reported by Mueller and 
Thompson, said 

“We prefer sulfanilamide We have 
used siilfasuxadme and sulfathiazole, 
but are going back to sulfanilamide as 
it does not cake up We use, as a rule, 
about 8 to 10 gm, dependmg upon the 
amount of infection ” 

3 What typi of cases, %f used? 

Of nine leplies, seven stressed the 
value of the sulla dings in mtraperi 
toneal infections oi acute peritonitis, the 
lesiilt of a peifoiated vusous 
Claude Hunt stated" 

“I have used both sulfanilamide and 
sulfathiazole viifli excellent lesuits in 
cases of luptiiied appendix, peifoiated 
ulcers and in gangrenous gallbladders 
In gastiic and colon resection, sulfathi- 
azole IS sprinkled along the suture line 
as a piophylavjs against possible m 
fection Snlfatluazole appears to give 
good 01 bettei results with fewer toinpli 
cations ” 

Cave used the sulfonamides in acute 
diffuse peritonitis and local abscesses 
follow iiig acute suppiirativ c appendicitis, 
also 111 anv kind of intra abdominal in 
tostinal 1 ejection and ai oiind perforated 


gallbladders, follownng hysteieotoinv, 
before peiitoncalizatioii of the stump of 
the cervix, etc 

i Has li loaued mortality? 

Of ten replies, seven answered “yes ” 
Bailey said “probably;” Orr was not 
ceitain; Walters wanted fiiithei study 
before replying 

5 Has it dcc)eased comjihcaiions? 

All felt that it had 

e Has it affected diainage? 

The following replied “yes ” Sand 
ers, Claude Hunt, Veine Hunt, Eankin, 
Fahrni, Eeid and Bailey David and 
Orr were not certain it had affected 
drainage Cave probably misiindei stood 
the question 

7 Are you using it in wounds^ 

The following leplicd “yes ” Sand- 
eis, Claude Hunt, David, Pahrm, Eeid, 
Orr and Bailey Walters and Verne 
Hunt replied “occasionally,” and Enn 
km said “no ” Cave said “Wo are us¬ 
ing it only where there might be a poten¬ 
tial infection, ns in a v’ory fat anterior 
abdominal wall oi in infected tendon 
sheaths and in potential bone infec¬ 
tions ” 

8 Ate you itsinr/ it in clean cases as a 
piophylaxis against infection? 

All stated they were not using it rou¬ 
tinely’ in clean wounds 

In a pi ev ions papei dealing wath the 
intraperitoneal use of sulfathiazole, I 
stated that this drug had been used in 
every patient operated on bv the wliter 
smee April, 1941, either in the incisions, 
intiapentoncalh. intiavenouslv or bv 
mouth The object ot using snlfatlim/olo 
m 100 per cent of the opeiations vyas to 
ascertain ns soon as possible wliothcr 
the brilliant results obtained earlv in oiip- 
experience might bo continued in a 
larger scries ot cases In this study it 
was shown that in 161 major opeiations 
peifoi-nied on clean cases no infections 
occuired This piocedure gives rise to 
a point tor discussion It has been stati d 
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Anil be consiclerablj' curtailed bj* tbe use 
of tbe sulfonamides. Until tbe subject 
is further clarified, one should not aban¬ 
don well accepted procedures. 

In tliis series of 370 cases only two 
complications Avere obseiwed — a mild 
skin rash and a transitory hematuria. 
The literature, however, contains numer¬ 
ous reports of sequel© developing folIoAv- 
ing the use of sulfonamides by mouth in 
rather large doses in both medical and 
surgical conditions, as Avell as Avhen the 
drug is used a second time after a free 
interval. The use of sulfatliiazole, as re¬ 
ported in this study, by an initial dose in 
the Avound or AAuthin the peritoneal caAuty 
appears to be attended Awtli little danger. 
A further study of its daily postopera¬ 
tive use by mouth or intravenously is 
being conducted. 

By decreasing and eliminating the 
need for drainage, by preventing and 
successfully combating AAmund infection, 
postoperative cystitis and other sequel©, 
sulfatliiazole has shortened convales¬ 
cence and permitted patients to be up 
sooner. In turn, it has decreased the 
incidence of thrombophlebitis and em¬ 
bolism. 

A sunmiary of a questionnaire recently 
sent to tAvelve leading American and 
Canadian surgeons regarding some con¬ 
troversial points on the use of the sul¬ 
fonamides in surgery is presented. 

The average dose of sulfatliiazole used 
intraperitoneally was 8 ^ii. It Avas used 
in the poAA’^der form or A\dth sterile saline 
solution as a Amhiele. Chemotherapy Avill 
neA©r replace good siu’gerAq but it has 
already proAmd to be an adjunct par 
excellence. 
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SUIvIAMO 

Se describe uiia serie de operaciones, 
370 mayores y 128 menores, en las cuales 
se us6 sulfatiazol, ya sea en la incision, 
en la caAddad perintoneal, o bien ad- 
ministrado por la boea o por inyeccion 
intravenosa. En ninguno de los casos 
aseptieos en que esta droga se uso de 
una manera profilactica sobrereino in- 
feccion en la herida. En cerca de 300 
casos de coleeistectomia, apendectomia, 
Msterectomia, etc. se uso el sulfatiazol 
en la cavidad peritoneal, sin ninguna 
mala consecuencia. El nso del sulfati¬ 
azol, tai como se describe en este trabajo 
per nna dosis inicial en la herida o en la 
eaAudad peritoneal, no pareee presenter 
ningnin peligro. 


RESUME 

L’auteur rapporte une serie de 370 
grandes et 128 petites operations chi- 
rurgicales dans les quelles on employe 
le sulfatliiazole ou dans I’incision, on 
dans la caAute peritoneale ou par voie 
orale ou intraA^ineuse. Incun eas non- 
inf ecte, dans 1’equal cette drogue fut 
employee ne dcveloppa de 1 infection 
dans la plaie. On employa le sulfathiazole 
dans la caAute peritoneale dans a pen 
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pres 300 cas de cholecystectomies, 
d’appendicectomieSj d ^hysterectomies, 
etc. sans resnltats desagreahles. L’em- 
ploi dn sulfathiazole comme dose initiale 
dans les plaies on dans la cavite perito- 
neale parait etre accompagne par pen de 
danger. 

B cepim 370 KpynuHx onepagntt n b 
cepuir 128 Me.iKiix onepaniifi cyjir.$aTaa30Ji 


ynoTpeO.iK.TCK n.in b paapese, b OpiooiHOft 
nojiocTir, iijiii-a:e nepopajiDiio, n;rn ^epes 
BCiiy. Taxi tag crjitiliaManasOJi Ou.-i yno- 
xpeOjicH npo^in-^aKTiiHecKn, ne HaxieHeHO 
dujio mi^eKgnn. CyjKjaMaso.i 6 li.i yno- 
TpeO.xeH B 300 oy^aBx xo.’ienacxcKOXfiifl, 
anneiiAeKToxiiiiJ, rjiCTCpeKToxfira n t. ji., 
des KiiKciKiix nirdyAB oatOHcemra. KaK 
onAHO, iiOacHO yiiOTpeO-iaxt cy.ii>$aTan30.i 
n.xn B paspese ir.iir b dpiomnoft nojrocrn 
(3e3 onacHOCTiT. 
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Cs-Stlcss A-inbuls-toty IVEctiiocl of TrcRtin^ Fr3,ctiircs* 

ROGER ANDERSON, M.D., F.A.G.S., F.I.C.S 
SEATTLE, WASHINGTON 


P ROGKESS in fracture therapy, 
as in any field of science, is based on 
change in the current concepts of 
treatment. Castless ambulation for all 
tj’pes of shaft fractures would, at first 
thought, seem to be wishful thinking, but 
when certain principles are employed it 
becomes a reality of practical import¬ 
ance not only for Avar surgery but equally 
so for ciAulian practice. 

The operating principles of this cast¬ 
less iDroeedure are (1) to control the 
fracture b}’’ angulax’ly inserting tAvo 
transfixions into each fragment, and (2) 
to supply immobilization by connecting 
the tAvo sets of transfixions Avith a 
slender rod. Anatomic studies haA*e 
demonstrated that there is a safe door 
for transfixing both fragments of any 
one of the long bones. Furthermore, 
transfixation can be carried out AAothout 
incision of the skin or preliminary drill¬ 
ing of the bone. 

This method is applicable to any frac¬ 
ture of the long bones in any extremity, 
AAdxether transverse, comminuted, or coni- 
pomid, and is effectwe even Avhen the 
fracture extends into one of the distal 
pints. It is an ideal supplement to many 
orthopedic procedures, such as arthro¬ 
desis of the knee, non-union or mal-union 
operations, and length equalization and 
reconstruction operations. So compre- 
hensh'e is its scope that the treatment of 
'-vfractnres of tlie long bones can at last 
be~^-id to be standardized. Furthermore, 


nntTcmu" AssoiiUh- of the Inter- 

’Tuty, 1042. ^ ^ burgeons, Dcinor, Colorado, 


standardization and simplification have 
been extended to the transfixation units 
themselves. For instance, the same unit 
can be. used for the femur or humerus 
in the largest man or the smallest woman. 
The units have been so devised that 
they hold half-pins, through-and-through 
pins, or Avires. An external safety stop 
makes possible the use of t hinn er pins 
than previously employed. As these frac¬ 
ture rmits can be used for all fractures of 
either extremity, and will hold any type 
of transfixion, they are referred to as 
universal fractm'e units. 

The units and fixation rods, as illus¬ 
trated below, are constructed of a rust- 



Fig. 1. Three sizes of vnivcrsaJ fracture units. 
Large she, used chiefly for femur, tibia and humeru.s, 
and in the forearm of mu-scular men. The fixation rod 
is illustrated below and to the right is the fixation 
rod clamp. Medium size, used chiefly for fractures of 
the forearm and for Colies’ fractures. Small size, 
used for metacarpal, metatarsal, piialanx, clavjcJo and 
mandible. 


•loS 
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less alloy, so light that the whole appa¬ 
ratus for immobilization of a fractmed 
shaft of the femur neighs only twelve 
ounces. 

TECH5IC 

The skin ai ea toi transfixation is 
cleansed with soap and water, ether and, 


if desiied, a weak solution of iodine. Xo 
preliminaiy cutting oi pulling of the 
skin IS necessary before inseiting the 
pins. Two half-pins ai e angularly placed 
into each fragment. Small, diy dressings 
aie spiked over the pins, a pin claiup is 
slipped over each half-jnn, and then a 



Tip 2 Karl “top ^^hlch pmont-* plunpn^ tliTOuph or o%trui’KiUou ot tlir* )inU pm "Wlicu tlio lomt 

of tho pin l)io olnft t)n’ «top fastcno/l to tJie hnlf pi« nt a /xjihI tJjo »izuo JisnHrt’ from fJio ffim as 

the tiistunco the put tr'i\cls through the hone This latter tlmnnee is tstmiTteil from the m)lioj:nm».or clinital 
cxperjeiire 

riR 3 of femoT-xl ‘ihaii fmetute uUUwnc fmetare units itv the fotuv of hilf i ' 

li;: 4 l’hoto"rnph illustritins tlirci waji font mav be 'tiipflKtl for reJuition (A) ’ 

(li) Frttetun table uiluttion (C) Anatoimc splint rcdoction 









CASTLESS A2IBULAT0BT METHOD 


OF TEEATING FT ACTE EES 



5. Wire 

s fss.?spi‘os'turss “' ”•“ 

‘Tf’‘T"s?S?™2 »< ““>■ ■■• I >viii«ut 

‘",' 5 rv"”r™.,.,... 0,0 oibo., «™t, “ "’W.'J“,,nSu.» I«a.''"e*™”® 

, A. <•■ J.®-: i's;'".™, 


rl" s? rn\etur<.s h.to tl.e elho^^. .^rist, Knj - — adjuvants to , 

Vis- 0. The fraeUiro units lend themselves ad ^ „,v, 5 *;tntino' threaded - 

e-inu, recou'-tmictiou, or plasty operations, and by SU » Muliration following open 

T fiA.ort*‘nln;: l»root‘‘lurc«^ niay bo accurately controlled. cnnnl(*inOIlta.ry immODHl -t 

Via:. 10. Un'wer^M units and rods can* be employed ulSO nS ai 1 i 
i\:r*tou uitb bono praCtinu, ^VJrinp, or plating. 
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Fig. 11, Tho fracture teclmic liae been so stanaardizecl and the fracture units are so compact aiul light that 
enough fracture units, clamps, fixation rods ami tautnors can bo held in this small hit to rcilnro and iniinohilizo 
tnenty-fico shaft fractures of any typo or location. The hit nhen filled weighs less then twenty pounds, and ns 
both the caso and units are rustless, the filled case ean be sterilind hv boiling in a pan of water. 


iiiiiversnl rod is sccuroly I'asteiied into 
tho pill clniiip.s. 

Heiliictwii hy direct control o£ the 
fragments is accomplished by nianipn- 
lating tlie fracture units hy one of tlirce 
means: (1) manual; (2) fracture table, 
or (3) anatomic splint. lYo prefer the 
latter because eacii fragment can he di¬ 
rectly and individually eoiitiollod hy me¬ 
chanical inovcmonts, operating upon the 
exact anatomic center; rurtlicrniore, 
both fragments are held rigid during the 
radiograpliie check-up. Tlirough-and- 
tlirongli transfixation, where practicable, 
a.*- in the distal femur, employs the s.ame 
fiactiire units and operates upon llie 
snine iirinciples. Kir.sclmer wiie ean also 
he used without any change in teclmic, 
and tlic operator may inseit one, two, 
Ibrce or four wires, according to liis 
.judgment. 

Iinmnhilizatioi) is quickly oblaincd hy 
fastening the fixation rod to the two frac¬ 
ture units hy the fixation rod clamps. 


Gompouncl fnictuii'S epii be < ffeetively 
treated, as reduction is positively immo¬ 
bilized hy tho rod so that thereafter all 
attention may he directed toward treat¬ 
ment of the soft tissue wounds by any 
method of choice. If Orr’s method is se¬ 
lected, the obnoxious odor may ho mini¬ 
mized as tho plaster may ho changed ns 
often as is indicated without danger of 
losing apposition. A complicating gas in¬ 
fection can 1)0 readily approached for 
radiotlicrapy. Hod fixation also provides 
access for later scqiicstrotomy, skin 
grafting, and removal of foreign bodies. 

As we all recognize, cfl/iiis can he de¬ 
rived only from tlie blond stream. Thus 
it is evident that any improvement in 
cireiilatioii will naturally hasten tho for- 
inntinn of callus. Amlniintion withmusrle 
coniraction and coiitignoiis .joint move 
menfs cause an incro.'ised cin 
blood and hunph. This sovei 
tage lia.s not been emphasi... 

Iiossibly because it w.ns inu 
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CASTLESS AMBULATORr METHOD OF TREATING FRACTURES 


Tile words “castless” and “ambula- 
toiy” vividly portray the advantages of 
this method, and the physiologic and eco¬ 
nomic benefits are so nmnerous and evi¬ 
dent that they need no further elucida¬ 
tion. 

SUMMARY 

A technic for a castless, ambulatoiy 
method of treating fractures of the long 
bones has been outlined. 

SUMARIO 

El tratamiento amhnlatorio de todas 
las fracturas de las diafisis oseas se 
puede llevar a cabo, sin toner que prac- 
ticar el enyesamiento, utilizando ciertos 
aparatos que eonsisten de tallos delgados 
conectados a ciertas unidades de ti'ans- 
fixacion. Estas unidades ban sido ideadas 
de tal manera que puedan asegurarse al 
tijio de alfilor o alainbre de traccion que 
se quiera usar en un dado caso. Los tallos 
de fijacion son faciles de aplicar, ase- 
guran la inmovilizacion rigurosa de los 
fragmentos, y jiueden re-adjustarse con 
faeilidad en los casos que se quiera eam- 
biar la posicion de los fragmentos. 

La rcdiiccion de la fractura se hace de 
acuerdo con una tecnica semejantc a la 
que el autor advoeo anteriormente, como 
sigue: Dos alfileres de transfixion son 
introducidos directainento y en direecion 
angular en la substaneia de cada frag- 
mento; lo que se ejecuta sin tener que 
hacer antes una perforacion del hueso o 
una insicion previa de la piel. El ti])o 
de la fractura y su localizacion deter- 
minan la elase de alfiler que se debe de 
'usar. Los dos alfileres de transfixion in- 
^•roducidos en cada fragmento, cuando 
con su eorrespondiente 
llama una 

(.‘orrocta'u inauipula- 

‘ dos unidades de 

' obto.Ku- la 1.^. 


duccion satisfactoria de la fractura. La 
inmovilizacion se asegura coneetando las 
dos imidades de transfixion con uno o 
dos tallos de fijacion. 

nfeUME 

Le traitement ambulatoire de toutes 
les fractures des os longs pent etre effec- 
tue de nos jours a I’aide de tringies qui 
agissent en unissant de un agents de 
transfixion. Les elements de ces tringies 
sent eonstruites de facon a immobiliser 
des deini-epingles des epingles entieres 
on des fils de fer. Pour le traitement des 
fractures des os longs et, aussi, comme 
supplement de jJi’ocedes orthopediques 
les moyens de ir!n}stixion soi^t noin- 
breux. Les tringies fixatrices s’attaehent 
facilement, obtiennent une immobilisa¬ 
tion sure peuvent etre facilement aju- 
stees et i^ermettent quand il y a lieu, 
changement de position des fragments 
de Pos fracture d’etre readjustees. 

La teelmiqne de reduction est seinlda- 
ble a cello preconcisee par 1'auteur pour 
transfixion des fragments sans incision 
de la peau et sans perforation preliniin- 
aire de I’os on pent selon les indications 
employer des epingles des demi-epingies 
ou des fils de fei- de Kirschner. Les deux 
transfixions fixees a la tringle constitu¬ 
ent Pnnite nsanl deux unites connne 
manche controlour, on reduit la fracture 
et'on obtient 1’immobilisation en fixant 
los deux unites an deux tringies fixa¬ 
trices. 

BwcogH 

OnncMnaeTca aMOy-iaxopnoe .icieiiitc nc- 
pejioMOii niiainigpoia.ix koctch, dea rnn- 
cocofi nonaaKii, c iiOMOigbio Toniciix coe- 
gnniiTeAMiux CTepaceuefi cocAHHajoiunx 
OTAeAMiHc 'lacTit ^otKCiipyiomero annapara. 
3 tii MacTii (eAimiigH) ycxpoeiiu xai:, axo- 
di.t coAcpacaxi. no.i3'-uo.xx, iiaii-/i:c do.xx 
(rB03Af'), KOTopH)“i npoxoAiix nepea aero 
TOaiguHy, nan ace npouo.iOKy. 3xo AC-xaex 



nOGEE ANVESSON 


4G3 


^ B03M0JKHHM DUSop KaKOfldu TO HII 61 JJIO 

^BKcaijnn nepeJiOMOB ;^iiihjihx KOcTCft. 

" CTep^ivCnn iiaKiaAtiBaioTcn ;ieri.o, j^aioT 

^ xoporayio iiMMOCJmnaaBUK) n Moryx npn- 

jiaacuBaTfcca no Hyavj,e KorAa tiyHCiio iisue- 
HiiTB iianpaBieHiie o6iaMKOB. 

PeAyKi];iia npon3B0,inTca laK aio ^bc 
TpaHc^^K^I^I npoBOA^Tca yr.ioodpaaHo b 
K aacAtiii ockojiok 6e3 napesa Boacn 


ynoTpeGanioTca noiy-GoaiH, 6ojitm, nan 
npOBoaoKa Kiipninepa Tpanc^iiKnuii, 

npHunKTOBaHHue k ciep^enio, coctamaioT 
OAHU cAHHnny. PeAynnna oGaoMKOB ac- 
aaexcH ynoTpeGana axn A°e eAnnnnu nan 
pyaKH. OKOHe'iHOcTt. iiMMoCinnanpyeTca 
nocpeAcxBOU coeAnneniia aacxeft oA* 

HiiM nan A^y^Ji coeAiinnxeafcnuMii cxep- 


THE JtcCABTHY ENDOWiCENT OF THE NBBEASICA POST-GHADHATE 
STUDY GUILD OP THE INTERNATIONAL COLLEGE OF SURGEONS TO 
THE CREIGHTON UNHHJRSITY SCHOOL OP JIEDICINE 


This endo^vment was created by Dr. 
T. F. McCarthy and first announced at 
the Third International Assembly of tlie 
International College of Surgeons held 
in ilexioo City in August, l9Il. It pro¬ 
vides post-graduate instruction in all of 
the basio subjects of surgery, surgical 
anatomy, gross and microscopic path¬ 
ology, animal surgery, etc., without 


charge to any of the Affiliates of tlie In¬ 
ternational College of Surgeons or mem¬ 
bers of the Nebraska Guild. 

A number of the Afiiliates of the Col¬ 
lege have taken advantage of this privi¬ 
lege and are carrying on research in :>■( 
anatomic and patliologic lalioiaipri-'s '> 
the University of Nebraska. 



The Object and the Value of the Pre-operative and Post¬ 
operative X-Ray Treatment in Carcinoma of the Breast 

GEORGE E. PFAHLER, M.D., Sc.D., F.A.C.R. 

PHILADELPHIA, PENNSYLVANIA 


\ CCOEDING to United States Vital 
/A Statistics, in 1920, there were 
6,665 deaths from cancer of the 
breast, Avhich had increased in 1929 to 
10,204 deaths (53 per cent), and in 1939 
to 14,868 deaths (123 per cent). During 
these 20 3 'ears, there was, of course, an 
increase in the total population and a 
progressive increase in the relative old 
age, but these figures indicate the seri¬ 
ousness of this problem. Since the aver¬ 
age length of life before death from 
carcinoma of the breast is from three 
and one-half to four years, and since 
probably 20 per cent of all eases are per¬ 
manently cured, we have a right to as¬ 
sume that approximately 50,000 women 
in the United States have cancer of the 
breast at the present time. 

Much progress has been made in the 
treatment of carcinoma of the breast if 
one compares the iiresent-day results 
vdth those obtained 50 years ago. At that 
time the operative mortality as reported 
from the Billroth Clinic was 23 per cent, 
and the three-year recoveries were oMy 
4.3 per cent, while today, the operative 
mortality varies from less than 1 per 
cent to 5 per cent, and the five-year re¬ 
coveries vary from 70 per cent in Stage 
1“ to 23 per cent in Stage II (no longer 
encapsulated within the breast), and al¬ 
most no recoveries in clinical Stage HI. 



•The term- clinical “StaKcs” I. II, III and IV, are 
used to (li^tiji!mish tlioni from t!ie microscopic malig" 
URUt Gr.tdc** 1, 2, o jtjid 4 . 


A very great advance was made, how¬ 
ever, in the treatment of carcinoma of 
the breast in the last 50 years. This 
advance is due to the operation described 
by Halstead in 1894. However, in the 
last 40 years, the operative results in 
carcinoma of the breast have not been 
appreciably improved (Hutchison, and 
Leivis and Eienhoff). 

Tlie failures from surgery occur in 
those cases winch have passed beyond 
Stage I, and occur in those in which the 
disease has become attached to the slcin 
or has extended to the axillary Ijunph 
nodes (Stage II); and in Stage III, 
wliich includes those cases in which the 
disease has extended beyond the axilla, 
or in wliich the tumor tissue is fixed to 
the chest wall or the axillary tissues, or 
in which the cancer has invaded the skin, 
or in which the breast is edematous; and 
Stage which includes those that have 
distant metastases. 

Since 70 per cent of the cancers of the 
breast are cured if operated upon while 
the disease is strictly confined to the 
breast, our aim must lie to see that all 
operations are performed while the dis¬ 
ease is still in Stage I (small tumors 
strictly confined to the mammary gland). 
Unfortunately, only 10 per cent of the 
patients come to the surgeons in this 
early stage. To accomplish the best re¬ 
sults by treating patients in this Stage I, 
the laity must be educated as to the 
dangers of lumps, lancinating pains and 
bloody discharge from the nipple. Like- 
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■Wise, tlie physieianb must become more 
aleit and more skilled in early diagnosis 
The eaily diagnosis of cancer of the 
hi east, howeier is oJten difftcult, and 
even m the case of those most sloUed, 
there is a considerable percentage of 
doubtful cases The difiicnltj m malong 
an earlv diagnosis is uell illustiated by 
a report from MacCai tj He has studied 
the recoids of 2 100 eases at the Mayo 
Clinic, in i\ Inch a doubtful diagnosis avas 
made in 21 5 per cent, and of these doubt 
ful cases, the diagnosis was incoirect in 
37 2 per cent If such difficulties aiise m 
a large clinic with lughly trained men, 
the problem must be much greater for 
the general jiractitionei who sees only 
a few cases in a year When in doubt, 
immediate consultation with an evpert 
is advisable In this connection, it must 
be lemembered, however, that rough and 
repeated examinations of the breast are 
dangerous (Holman) 

I believe that the best results in the 
management of cancer ot the breast wiU 
be obtained m all cases if there is a eon 
sultation among the family physician, 
the surgeon and the radiologist Poi tun 
ately, the radiologist can be of some tech¬ 
nical assistance m the diagnostic prob 
lembj malung a loentgenographic exam¬ 
ination of the bieast and the chest and 
the skeleton At times, distant metasta 
ses are found in a supposedly early 
lesion Finallj, a wude excision of the 
tumor or a mastectomy for miscioscopic 
diagnosis may be the most conservative 
treatment of a doubtful case Dawson 
and Tod aftei exammation of a large 
amount of material say ‘ ‘ In women over 
thirty five yeais, simple mastectomy 
with immediate examination of the gross 
patliology of the breast and submission 
of the tissue for histologic opinion is the 
method ot choice ” 

nrcoMMEvnATioxs rtf incATWEXT 
Siaqc I —Di the treatment of can 
ccr of the breast in Stage I, we should 


recommend operation at once, and at 
present we can piopeily Imiit the treat 
ment to operation Pre opeiative iiiadi 
ation will do no haimin these oaih oases, 
but it has not been proved of marked 
value The records shoiv that if a patient 
IS operated upon while the tnmoi in the 
bieast IS freely movable, and the dmease 
IS confined strictly to the breast, 70 pei 
cent 01 more recover We must always 
remember that it is possible that a y ery 
small tumor m the breast may he asso 
ciatcd wuth distant metasfasos at the 
tune of the first examination or the oi 
igmal operation Such metastasis ac 
counts for the surgical failuies in Stage 
I, when the recurrence is not local Mnien 
such distant metastasis is found, the 
case must, of course, be classed in Stage 
rV In 29 per cent of the cases studied 
by Harnngton, in yvluch'xympli nodes 
were not palpable and w ere supposed to 
be m Stage I, metastases were found at 
operation When axillary metastases ore 
found at operation, tbe case must bo 
classified in Stage II, and post operative 
irradiation should be given, even if no 
pre operative irradiation lias been used 
Unfortunately, probably less than 10 per 
cent of aU breast cancers come to the sur 
geon in this eaily stage (I), and only 
20 per cent of the opeiahle eases (Har 
rmgton) ai e still in Stage I 
Stage II —Cancer ot the breast in 
Stage n should be treated by pre opeta 
live irradiation, snrqcrij, and post opera 
live irradiation However, no combina 
tion of treatment can compensate fully 
for delay in diagnosis or opei ation, yilulo 
the disease is still in Stage I Of 2 390 
operable cases (Stages I and II) coming 
to the Mayo Chmo (Harrington), 80 0 
per cent wore in Stage 11 .Tndgcd b’ 
general surgical statistics from 1 a’'e 
climes, as reported i" Id a ot ut, clear, 
23 per cent of tl -.tcstpiohlemisj,, 
to be ahvo ' "micioocopic Grajj(rect 
ation IS f-Aiimcal Stage II Tliif^p o 






Tig. 1. Seccion, premia hemostasia con pmzas do 
Fauro, de aiiibas trompas, ligamcutos redondos y 
ligamoiitos utoro o\ancos 


Tig. 2 Amputacidn tlans^ersaI del cueipo con 
bisturi electnco, poi arriba de dondo se ha heeho ta 
hemostasia de las utennas, sin reparar on los miomas 
quo pueden intcrponcise que son. seccionados d 
cnuclcados, segun la coiueiiiencia 


miomectomias clebido a la liiperplasia 
difusa existente alrededor de los sitios 
donde se liallaban iniplantados los iiodu- 
los, y, que los “capitonages,” lieelios en 
los espacios vaeios quo quedaroii despues 
de efeetuada la enucleacidn, se encargan 
a la vez de atimentar. 

Es por tales asertos—ratificados Iras 
una ya larga experieuoia—ciue uo duda- 
luos estar en lo eierto al deeir que, para 
justipreeiar raejor las boudades de la 
mioiuectomia, solaiueute debemos indi- 
earla en aquellas pacientes que, no habi- 
("nido tenido iiijos y deseando tenerlos, 
no hayan llegado a los 40 ailos de edad; 
piles en enfermas con varios liijos y aun 
eon inenos afios, no titubeanios en 
])racticar sieinpre la mionietreetomia, 
que la hacemos extensiva tambien i^ara 
las que llegan a los 45 aiios, epoea esta 
de la ^•ida ([ue en nuestro ainbiente eon- 
sideramos conio inieial de la nienopausia 
y que. por tal inotivo. a partir de ella, 
nos obliga a roemplazarla por la histe- 
reetoinia. 

lie aqui la teenica de la iniometrec- 
tonna: 


1. Seccion, preiia hemostasni con pinzas do Fame, 
do ambas trompas, hgamentos lodondos > ligamentos 
uterooiancos (Fig. 1). 

2. Ecehnzo de estos eleiiicntos luicia afuoia, y 
discccion del colgajo peiitoneal antonoi, lo que 
pci mite hacei la ligadura do las utounas 

3 Amputacidn tmnsiersal del eiieipo eon bistun 
electnco, por arnba de donde se ha hoclio la hemo¬ 
stasia de las utennas, sin rcpar.ir on los miomiis quo 
pueden intoiponerse \ que son seccionados 6 enu- 
cleados, segun la coinenicneia (Fig 2). 

4 Yiacianiiento miomctial 6 niiomctrcctomia pro- 
pinmentc diclia (preferentemento con histnri oldctnco) 
de las paredes utennas, como lo esquemafi/an las 
Figuras 3 y 4; lle\andose esta excdrcsis lo ni'is liacia 
abajo posible, para evtirpar a":i los pequonos iiddiilos 
que podrian existir, no apicciable-i d, la vista j a 
la palpaeidii. 

5. S'mtosis, con pantos scro sorosos de catgut, do 
los bordcs dc los colgajos superficialcs miopciitonoales, 
incluvendose en ambas e\tiemidiidcs las porcioncs 
internas de ambas tiompas, ligamentos redondos v 
ligamentos I'ltero sacios (Fig. 5). El cieiio de los 
colgaios luteinos miomucobos (cibndro inferno en 
domiometrinl) qiic antes haciamos previamente v cn 
las mismas forma, por consideiarlo innccesiino, no 
lo hacemos hoy. 

C. Peritonizacion (Fig. 0). 

Tal es la tecuica de la iniometrectomia 
tijiica y reglada. Sin embargo, debenio.s 
haeer presente tambien qne, en ocasione.^, 
dada la topografia, mimero y vohimen de 
los nncleos, obligados estmdmos a pro- 
ceder cireimstaneialmoiite, pero sin var- 
iar la I'inalidad eseneial qne persigue. 
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Tig 3 Viacnmicnto raioroetnl 6 miometrectonua 
propiamente dicLi (preferentcTnonte con bistnn 
eldctnco) de lis paredes utenna'*, como lo esquema 
tizan 


Y tan es as! que, mas de una vez nos 
lieinos visto en la necesidad dc saciificar 
toda nna pared del iitero, conservando 
casi en su totalidad la opnesta qne, 
miomctrectomizada de inniediato, pudo 
por csto ser snturada, por su borde libre 
a la porcion cemcal, en el mismo sitio 
donde fue seceionada la otra. 

Como se ve, pues, esta tecnica puede 
ser indicada tambien en cualquiera de 
las amputaciones parciales del euerpo 
uterino, debiendo ser considerada en 
estas circunstancias, como un tiempo 
casi siempre iraprescmdible de cUas. 

Dosde Marzo de 1937, setenta y siete 
veccs la liemos practicado (G9 en el 
servicio y 8 en nuestia clinica privada), 
habiendose ratifieado por histerografia 
la nueva cavidad, de tamafio y forma 
variables, como es logico suponer. 

La conseivacioii de esta vasta super- 
ficie de endometrio, siguio dando c\im- 
plimiento al acto lieinorragico menstrual, 
contrilmycndo, al mismo tiempo, en su 
caracter de glandnla do secrcsion in¬ 
terna, a evitar las alteraciones anatom- 



Pig 4 LleT'iindo'se esta exc^resis lo mis lucn 
abajo posible, para ertirpar asi los pequeno« noilnlos 
que podrian euatir no apreciablcs ji K j \ la 
palpnciOQ. 


icas y clinicas de los ovaries, ya qne 
pudo contmnar siaergicamente con estos, 
en su fnncionalismo endocrine. 

SUMAMO 

La miometrectomia consigue, a ex- 
pensas de la reseceion del miometrio 
mural, la mayor reduccion posible del 
euerpo uterino, sea como operacion 
tipica y reglada, sea como tiempo op- 
eratorio, despnes de las miomectomias, 
bisterectomias sub-totales atlas y ampu- 
tacioncs parciales del euerpo, dejando 
en su sitio una snperficie tarn amplia de 
endometrio como ninguna otra tecnica 
quede hacerlo. 

Esc vaciamiento miometrial, a la vez 
que evita las secuelas anatomicas y 
funcionales a que expone la pennanencia 
de un euerpo voluminoso, permite hacer 
una mas prolija investigaeion y extirpa- 
cioii dc los pequefios nodulos que, de otra 
manera, podrian quedar ignorados. 

La conservacion on la forma que queda 
expuesta de una vasta .'uperficie endo- 
metiieal, permite, no solo dar cumiili- 
miento en fonna nonnal al acto bemorr 
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elioledoclii) causes loain, often severe, in 
the epigastrium. Pain can be caused liy 
a siDasni of tlie sphincter of Oddi in ap¬ 
parently normal filling and functioning 
gallbladders. 

Hypertonic contraction of this cbole- 
doclioduodcnal muscular mecbanism may 
result in biliary dyskinesia, tlie symp¬ 
toms of v'hicb may simulate tbe pain of 
cholecystic disease (I\t and Sandblom, 
1934). In addition, there are longitud¬ 
inal muscle fascicles, which lie in the 
angle between the pancreatic and bile 
ducts, some of them being attached to the 
margins of the eholedochus vindow. 
Thus, these two muscular mechanisms 
may serve as a force inhibiting the flow 
of bile into the duodenum. There is, in 
addition, a meshwork of fine “museulus 
proprius ampullrc” or “sphincter am- 
puUre.’' It consists of lateral bundles of 
longitudinal muscle fibers which overlie 
an inner circiilar layer. Should the 
sphincter ampullre be hypertrophied, or 
the orifice of the eholedochus narrowed 
by inflammatory processes, then these 
ninscle fibres might well be factors in 
bringing about the reflux of bile into the 
pancreatic duct (Boyden et al). In addi¬ 
tion to these main portions there are 
muscle fibers in some adults which com¬ 
pletely encircle the pancreatic duct, and 
others, the chief function of which is to 
reinforce the window of the intestinal 
wall, over-stimulation of Avhich will pro¬ 
duce biliary dyskinesia. 

Differential Hh/.r/n osis. -—^Vestphars 
classification of biliary dyskinesia is as 
follows: 

(11 Hyperkinetic; 

fa) Hyperinotile—increased motility 
of gallbladder and ampulla^, with 
rajnd emptying of bile and re¬ 
laxed sphincter of Oddi. 

(b) Hypertonic—contraction of the 
gallbladder against spasm of the 
sphincter with spastic distention 
and cholic pain. 


(2) Atonic: 

(a) Eelaxation or atony of the gall¬ 
bladder with spasm of the sphinc¬ 
ter of the papilla of Vater, caus¬ 
ing distention of the gallbladder 
with mild, continuous, “hea^'7>'” 
aching 'sensation. 

Lyon has also classified the motor dys¬ 
function of the extra-hepatic passages 
into two types: “spastic dysfunction” 
and “atonic dj’^sfunction.” He suggests 
that in the course of time a spastic 
sphincter may cause the gallbladder to 
become atonic. Newman has used the 
terms “spastic distention,” and cautions 
against the dhdsion of clyskhietic states 
into hard and fast entities. 

In regard to this concept of dyskinesia, 
which maintains that biliary distress 
may result from a motor dysfunction of 
the extra-hepatic passages, wrote; 
“Two pertinent cpiestions present them¬ 
selves for answer: (1) Can the sphincter 
of the common duet or the choledocho- 
dnodenal mechanism contract with suffi¬ 
cient force to prevent evacuation of the 
contents of the contracting gallbladder? 
(2) Is it possible for the resulting x)res- 
sure to produce pain in the noninflamed 
biliary passages?” 

The answer to both cpiestions is in the 
affirmative. The resistance of the sphinc¬ 
ter of Oddi is two and one-half times 
the contractile power of the gallbladder 
or the secretory poAvor of the liver. Ia’^’ 
thinks this concept of biliary dyskinesia 
also proAudes a rational basis for the 
persistent symptoms of gallstone-colic 
or epigastric pain and distress cA-’en in 
those patients Avithout gallstones. The 
pain of this so-called “cholecystitis,” 
Avhen a nonnal gallbladder is found at 
operation, has been described as “he¬ 
patic neuralgia.” 

It is not only possible, but probable, 
that the presence of an irritable or hy¬ 
pertrophied sphincter of the common 
duct explains the recurrence of syniji- 
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loms in many patients folloiving eliole- 
cysteotomy. Early relief would lie due 
to the temporary paralysis of the sphinc¬ 
ter, if it were widely dilated at the time 
of the cholecystectomy. But, after re¬ 
covery from this temporary paralysis, 
the irritable or the hypertrophic sphinc¬ 
ter may again produce painful sjunptoms 
which are due to biliary tract distention. 
The recognition of tliis unrelieved symp- 
tomatologj' should emphasize the impor¬ 
tance of continued medical and surgical 
management of these patients. Some who 
have had their gallbladders removed and 
have symptoms due to partial obstruc¬ 
tion of the biliary passages are benefited 
by a elioledochoduodenostomj'. 

In this connection, Aschoff reports a 
series of 215 cases in which 25 stone-free 
gallbladders were removed. Of the 25, 
seven had residual sj’inptoms account¬ 
able only by the dyskinetio process. It 
is likely that the number of discouraging 
results may be fewer when the idea of a 
functional disturbance and persistent 
spasm of the sphincter is bettor rmder- 
stood and managed by both the internist 
and the surgeon. 

OHOLEOYSTECTOIIY PLUS DILATATION OP 
SPHINCTEK OF ODDI 

In a cholecystectomy plus a supraduo¬ 
denal choledochotomy we were surprised 
when, on opening the common bile duct, 
gallstones were present in about 20 per 
cent of our patients who had them in 
the gallbladder. After these stones were 
removed dilatation of the sphincter of 
Oddi relieved a few more patients ivith 
chronic cholecystic disease without in¬ 
creasing the mortality. Still a number, 
perhaps 20 per cent, of these patients 
who had been previously diagnosed as 
ill with cholecystic disease and who 
had a cholecystectomy performed, com¬ 
plained that (1) they had not been cured; 
(2) they had not been relieved; (3) the 
Ejiuptoms of gaseous indigestion, pain, 


fever attacks and, in some oases, jaun¬ 
dice, etc., still persisted. 

SPHINCTEIt OF ODDI—ITS ANATOMY AND 
PHYSIOLOGY 

Glisson (1681) first suggested that a 
sphincter muscle existed at the outlet 
of the common bile duct. Vatcr published 
liis article on the orifice of the common 
bile duct in 1720. Li 1878, Gage described 
for the first time the circular muscula¬ 
ture of tlie ampulla of Vater. In 1887, 
Oddi, of Italy, described the choledocho- 
duodenal pancreatic juice. 

In 1923, and again in 1932, AVestiihal, 
of Berlin, described the sphincter of the 
common bile duct as composed of two 
parts, possessing a different structure 
and fimction. The first part consisted of 
a proximal muscular coat which sur¬ 
rounds the antrum beginning at the 
junction of the duet vith the ampulla. 
The second part consists of a distal 
group of muscle fibers which surround 
the papilla and form the round sphincter 
outlet of the common bile and pancreatic 
duets. Its neiTO supply comes from the 
greater splanchnic and vagus nerves. 

The most complete accounts of the 
anatomy of this sphincter in man are 
those of Hendrickson (1S9S), Niibocr 
(1931), Dardinsld of the Mayo Clinic 
(1934), Schwegler and Boyden (1937), 
Boydeu (1937), and Kreilkamp and 
Boyden (1937). According to Boyden 
and his co-workers, “the sphincter of 
Oddi in man, consisting of throe portions, 
is a continuous sheath of muscle fibers 
extending from a level near the lower 
end of the ampulla of A’ater. It thus 
Invests the bile duct, the ampulla of 
A’ater and three sides of the pancreatic 
duct. The sphincter of the choledochus 
is a sheath of circular muscle fibers which 
surrounds the entire intramural conr.«o 
of the bile duct. It reaches its greatest 
thickness near the upper end of the am¬ 
pulla and is a zone capable of retaining 
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a column of bile, even in the presence of 
an abundant flow of pancreatic juice. 
Tonic contraction of this annular muscle 
will close this portion of the ductus chole- 
dochus and thus force the bile, continu¬ 
ously secreted bj* the liver, to enter the 
gallbladder. ’ ’ 

The construction and function of this 
little ring of smooth muscle has a very 
im 2 Jortant part to play in the process 
of our digestive behamor. Anatomists 
have proved that a definite smooth 
muscle sphincter exists at the entrance 
of the pancreatic and common bile ducts 
into the duodenum—the choledochoduo- 
denal junction. The sphincter is not al¬ 
together indeijendent of the duodenal 
musculature, as it is intimately blended 
vith it. It consists of longitudinal, 
oblique and circular smooth muscle fi¬ 
bers. It has a dual nerve supply, the 
sympathetic fibers coming from the 
greater splanchnic through the celiac 
axis, and the parasjTnpathetic fibers, 
which come from the right branch of the 
vagus nerve. Hurting, who developed 
the silver impregnation method, demon¬ 
strated the distribution of the nerve 
iflexus of the gallbladder and biliary 
passages. He compared the nerve sup¬ 
ply of the bile ducts with Auerbach’s 
plexus of the gastro-intestinal tract. 

The functions of the propritis ductus 
eholedochi can be stated as follows: 

(1) Filling of the gallbladder and reg¬ 
ulating the pressure mechanism in the 
biliary passages; (2) preventing regurgi¬ 
tation of duodenal contents and possible 
ascending infection into the common bile 
and pancreatic ducts; (3) opening of 
the sphincter of Oddi by duodenal peri¬ 
stalsis, and (4) controlled by the vagi 
and splanchnic nerves which supply both 
the gallbladder and the sphincter of 
Oddi. These nerves regulate the timing 
of the biliary and pancreatic discharge 
into the duodenum. 


Westphal reported that when the 
paras 5 "mpathetic vagus nerve is stimu¬ 
lated below the diaphragm -with a weak 
current, the gallbladder contracts, the 
antral portion of the ampulla of Vater 
manifests peristaltic movements and the 
papUla of Vater relaxes. He views this as 
being the normal type of response. On 
the other hand, when the sympathetic 
splanchnic nerve is stimulated, lie re¬ 
ported that the gallbladder and antral 
portion of the ampulla relax while the 
sphincter proper and the papilla of 
Vater contract. 

DISTURBAlSrCES OF THE SPHINCTER OF ODDI 

My contention is that a spasm of the 
sphincter of Oddi is brought about by 
abnormal stimuli coming from the pre¬ 
ganglionic vagus or from fibers of the 
splanchnic nerves. These nerves supply 
the various organs of the upper gastro¬ 
intestinal tract as well as the clioledocho- 
duodenal sphincter. 

The secretory function of the liver, 
stomach, intestine and pancreas is 
started by hormones, chemical mes¬ 
sengers, i.e., gastrin and secretin. Their 
entrance into the bowel is regulated by 
the vagus and splanchnic nervous mech¬ 
anism. Any pathologic process of the 
gastro-intestinal tract can interfere with 
the secretion and flow of bile, pancreatic 
juice and even the succus entericus, the 
secretion formed from the wall of the 
small intestine. These alkaline fluids with 
their ferments, which are absolutely nec¬ 
essary to carry on the digestion in the 
small bowel, are not released at the right 
time or in sufficient quantities to act 
upon the acid-chyme coming from the 
stomach. Normal digestion cannot take 
place in the small intestine because the 
biliary excretion of the liver, especially 
the strongly alkaline secretion of the 
pancreas, is not properly liberated. 
These secretions are not freed to act on 
the partially digested acid-chyme com- 
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ing from tlie stomach Follo4\ing a cho 
lecystectomy, whether oi not it is coin 
hined with a dilatation of the sphincter 
of Oddi, many patients contuuie to sutfei 
from abdominal distress of flatulence, 
helchmg and gaseous indigestion Some 
have fevei, chills, pain and even jaun 
dice This occurs, in my opinion, because 
spasm of the sphinctei of Oddi has 
not been peimaneiitlj remoied, tlie flow 
of bile and panel eatic juice into the duo 
denum has not been established 
My expeiience, lil^e that of man> 
otheis, with dilation of the sphinctei of 
Oddi, has proved anything hut satisfac 
tory Cutler, Zollingei and associates 
have pointed out that it causes trauma, 
edema and necrosis of the mucous mem 
brane Iming of the papilla duodeni 
Passing a dilator that measures only 
7 mm, stretches the opening only tern 
porarily It contracts as soon as the 
anesthetic wears off A 9 mm dilator 
stretdies the sphincter of Oddi so that 
tearing of its smooth muscle fibers takes 
place Hemorrhages occur in the spine 
ter rmg and it invaiiahly contracts m a 
short time causmg further trouble and 
spasm Healing after such wide dilata 
tion usually takes place by cicatricial con 
traction In two of my patients the cica 
tricial contraction which followed caused 
obstruction and jaundice A second oper 
ation on one patient (transduodenal 
sphincterotomy of Oddi and prolonged 
biliary catheter diamage) had to he car 
ried out In another patient, two years 
later, a supraduodenal endocholdochus 
section of the sphincter of Oddi promptly 
cured the patient 

rHAIlMACODYl,AMlCS 

Drugs which at one tune weie thought 
to relax, hut later were found to cause, 
spasm of the smooth muscle sphinctei 
are morphine, pilocarpine, etc Both 
morphine and pantopon produce spasm 
of the sphincter duodenal mechanism 


Diugs that tempoiaiily lelax the sphmc 
tei ot Oddi aie magnesimn sulphate, 
atroiiine, sodiiun sulphate, magnesnun 
oxide, nitiogljceime and nitrates All 
treatment to date, however, with dings 
has had little success in oiiiing chole 
cj stic disease 

opnnATioNs or the biliaui tract 
In 1630, Zambecaiii was the first to 
lemove the gallhladdei The operation 
was peifoinied on a dog with success 
As early as 1667, Entmiiller stated that 
no medicine would dissolve oi cure gall 
stones His expeiinients on the dog 
pioved that the removal of the gallblad 
del had no deleteiious effect on the pass 
ing of bile into the bowel He paved the 
way by these experunents for the opci 
ations of eholecystostomj and cholccys 
tectomy Cholcoystostomy was first per 
formed on a hiunan in 1687 by Van dei 
'Weil, and agam 51 jeais latei in Fiance 
(1738) by Amjaiidi, m 1742 by Mullei 
and in 1743 by Jean Loius Petit The lat 
ter surgeon and others of his daj out 
through the skin of the abdominal w all 
down to the peritoneum to try to make 
the gallbladder adherent to it wuth pins 
ters which consisted of onion, hoise 
radish and cantliaiides In 1859, Thudi 
chum performed choleoj stostomy in tw o 
stages, first suturing the gallhladdei to 
the abdomm.al wall and later opening it 
In 1868, Bobbs was the fust American 
suigeon to do a cliolccystostomy Ten 
jears later, in 1878, Smuns perfoiined a 
cholccj stostomj on a patient with 
diopsy In 1882, Langenbuek, a Geimaii 
surgeon, performed the first colecjstec 
tomy In 1885, Coiinoisei and Theiiiai, 
of France, did their first cholecystos 
tonij Ohage was the fust m America 
Tlie first cliolecjstectomy was not done 
in England until 1894 because ot the 
strong ojiposition of Tnit In 1887, Mo 
aastjrsla did a choice} stojejunostomy 
Keidel, in 1888, densed, and Sprcngel, in 
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Fig. 3 Au open section of the second portion of 
the duodenum, 8lio\Yiug the point of the sptiinctoro 
tome entering the papilla duodem. 

taken place. The sinall eatheter is then 
witlidrawn until ahont 1 in. is left in 
tile conunon hile duet. ,It can he fixed 
tliere hy a sntiu-o and the choledoch- 
otoiny opening closed .snugly around it. 
Tills oatlietor can thus ho used for cx- 
temnl drainage untd such time as the 
surgeon’s experience will permit him to 
close, without au.xicty, the conunon hile 
duct. A Penrose drain is always left 
doivn to the depth of the renal fossa. 
This takes care of any seepage or infec¬ 
tion wliich might occur. 

If the sphincter of Oddi lias really 
heon sectioned and the common hile duct 
not unduly traumatized, the small cath¬ 
eter left ill penults the bile to flow fieely 
around it into the duodenum. Thus very 
little bile and no pancreatic juice will 
drain externally. 

AUTHOIv’s SPniNCTUROTOME 

This instrument consists of several 
parts, a brass olive-shaped hiilh, a flexi¬ 
ble copper shaft, brass hypo-syringc 



Fig 4 The button )ias been pressed liomo, and 
the knife, mIucIi uas hidden in tin* olue tip, Ins 
imeigej uiul sectioned the gphinctcr of Oddi. 
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Fig. G. Illustration shon-ing construction of the De Muth spliinctetotome. 


barrel for the 8 cm. steel coil spring 
which presses on a collar of the shaft 
of a chrome knife keeping it in the 
recess of the olive bulb. The bulb is 2 
mm. thick at the beak, 7 mm. at its 
widest part, and 2^4 cm. long. The cop¬ 
per shaft is 15 cm. long and i/o cm. wide. 
The brass barrel, mth its perforated 
screw top, to whose side is attached the 
finger ring, is 6 cm. long. The chrome 
steel knife, stem and screw top, is 25 cm. 
long. The olive-shaped bulb, copper shaft 
and lower 3 cm. of the brass barrel, 
which holds the spring, are slit to permit 
the knife blade to reach the bulb of this 
instrument. The Icnife is flanged on its 
deeper portion to prevent its coming out 
of this slit (Figs. 6 and 7). 
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SUMM.VRY 

A stnd}' of the anatomy, physiology 
and pathology of the biliary and duo¬ 
denal-pancreatic sphincter mechanism 
has been presented. It lias been shown 
that normal digestion cannot take place 
in patients suffering from chlocystic dis¬ 
ease. This is due to the fact that bile 
and pancreatic juice cannot enter the 
duodenum at the proper time or in suffi¬ 
cient amounts, due to a spasm of tlv 
sphincter of Oddi. 

This spasm has been shown to persist 
after cholecystectomy, cholecystostomy 
and cholecystectomy supplemented by a 
dilatation of the sphincter of Oddi, also 
in patients suffering from biliary dy.ski- 
nesia. Surgical technic—a supraduodenal 
endocholedochus section of the sphincter 
of Oddi, has been devised and made pos- 
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BECENT DEVELOPMENTS OF BILIABY SUBGEBY 


Bhbo/^h 

Abtop onncHBaex aHaTOMnio, ^nanoJio- 
rnio H naTOJiormo jKeJiaHBix npoxOKOB u 
^nHaMnsM c^iiHKxopa 0;i;An. Bhjio noKa- 
sauHO, Bxo HopMaatHoe HnmeBapeHiie ne- 
BOSMoacHo y 6ojibhi.xx cxpa;(aiotn,nx xojie-. 
i^ncxnTOM. 3xox {^aicx o(5acnaexca xesi, 
axo acejiMB n cok noflaceJtyAO'inofi acejiesH 
He nona^aiox bo Bpeita b ;[^BeHaAii;aTnnepcx- 
Hyio KniHKy nan nocxynaiox Ty;iia b hc^ho- 
ctaxoBHOM KOJiiiHecxBe H3 3a cnasMa c$iihk- 
lopa Oaa^- 


3xox cna35i npoAOJiacaexca nocjie xoae- 
i^ircxOMiin, nocjie xojejqncTeKroMiiii n ^asce 
nocae xojtei^ncxeicxoMnn c ;i;njioxai^neil 
c^HHKXopa a xaicace y 6ojibhhx c 

acejiHHOfi ;i;ncKnHee3iiefl. Aboop naodpen 
cnen;najii.HHi1: iiHCTpyKCHT c homoh^bio ko- 
Toporo BOSjrojicHo npoAejtaxB cynpa^yo;i;e- 
HajiBHyK) CHAOxoaCAOKOByio ceKn;nio c^khk- 
xopa Asxop peKOxteH^^yex jxox npn- 

eii, Kax nepByio cxyneHB bo Bcex xojien;n- 
CTCKxoMnax y 6o;ii.hhx cxpa;^aiorn;nx ;i;nc- 
KHHesneft XvCJihhbix nyxefi. 


INTEENATIONAL COLLEGE OF SURGEONS 

For information concerning ineinborslnp, write to ?klr. 
Ralph Osborne, Bvsiness Secretary, International Col¬ 
lege of Surgeons, 1512 Spruce Street, Philadelphia, Pa. 
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CIBUGIA SUPBABENAL EE DIABETES MELLITUS 


buyendola a repereusion circulatoria va- 
sodilatadora en los islotes de Langer- 
liaiis. Cesa Bianchi y Moretti demostra- 
ron a continuaeion, que piiede redueirse 
notalDleinente el indice en algnnos dia- 
beticos, ntilizando la ergotamina para 
atennar o inliibir la inervacion simpati- 
ea, qne constituj^e en realidad el com- 
plejo nenroliorinonal antagonieo de la 
insulin a. 

Manzanilla y Fonseca, empleando re- 
cienteniente en el liombre el bloqueo 
esplacnico por aleoliolizaeion, lian oIj- 
servado un notable e inmediato deseenso 
de la glieemia, que al quinto dia puede 
alcanzar eifras superiores hasta un se- 
tenta y einco por eiento a las encontradas 
antes del bloqueo, persistiendo el des- 
censo del indice gliceinico liasta por dos 
semanas. 

Asi pues, la seccion simpatica, anato- 
niica 0 funcional, en relacion eon la 
inervacion suprarrenal, da por resulta- 
do; a) ruptiu’a del equilibria vagopan- 
creatico-suprarrenoesplacnico, con hi- 
poglicemia; b) hipoglicemia notable y 
duradera por liipoadrenalinemia; c) en 
animales diabeticos por dospancreatiza- 
cion, desaparicion frecuente de la glico- 
suria y en todo case mayor tolerancia a 
los bidratos de carbono. 

APLICACIOlir TERAPEUTICA 

Las investigaciones originales de 
Pende con fines a la limitacion del fun- 
cionalismo suprarrenal, obtenida por la 
reseccion de los esplacnicos y la extir- 
pacion de los ganglios semilunares, die- 
ron historicamente origen a la enerva- 
cion del plexo nei’vioso pericapsular 
suprarrenal, ideada experimentabnente 
por Ciminata y ejecutada quiriirgica- 
mente por Donati, para reducir la liiper- 
tdieomia en la diabetes. Crile ba emplea- 
do asimismo la enervacion suprarrenal 
on altmnas formas de bipertiroidismo 
^•xoftalmico. ulceras peptieas gastroduo- 
df-nalos quinirgicamente rebeldes, en¬ 


darteritis obliterante juvenil, sindromes 
astenicos neurocirculatorios, epilepsia 
esencial e bipertension maligna, pero la 
diabetes constituj^e la mas clara indiea- 
cion. 

Dentro de lo consignado, se destaca la 
importancia que para la terapeutica de 
la diabetes pancreatica tiene la seccion 
simpatica por enervacion suprarrenal, 
dado que, reduciendo la biperglicemia 
por disminucion adrenalinica, tiende a 
equilibrar la insuficiencia pancreatica 
existente eon las beneficas modifica- 
ciones eonsiguientes en el trastornado 
metabolismo de los bidratos de carbono, 
Se bace caso omiso en esta ocasion de 
las diversas y sensibles modificaciones, 
funcionales e bistologicas, inberentes a 
la estructura neurosimpatica, modifica¬ 
ciones vasomotoras, motoras, secreto- 
ras, sensoriales y trofieas. 

TECNICA OPERATORIA 

Antes de proceder a su ejecucion en el 
\dvo, bemos practicado en el cadaver un 
gi*an numero de veces diversas tecnicas 
dirigidas bacia la enervacion pericapsu¬ 
lar suprarrenal, estudiando ademas la 
operacion de Crile para la interrupcion 
de la via simpatica por la ganglionecto- 
mia celiaca y enervacion del plexo aorti- 
co. En virtud de su sencillez y facilidad 
de ejecucion, no obstante los naturales 
escollos de este tipo de intervencion 
quinirgica, recomendamos la tecnica do 
la enervacion ^nixtaglandular supra¬ 
rrenal descrita por Donati, que bemos 
resuelto emplear sistematicamente eon 
las modificaciones de detalle, derivadas 
de nuestra experiencia y en relacion con 
las circunstancias de cada caso en par¬ 
ticular. 

BESULTAUOS 

Nuestra experiencia personal sobre 
este prometedor recurso brindado por la 
terapeutica quirurgica no lo considera- 
mos aun lo suficientemente amplio para 
sentar definitivamente conclusiones de- 
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Pituitary Gland Transplantation* 

GEORG WOLFSOHN, M.D. 
JERUSALEM, PALESTINE 


T he transplantation of animal pitu- 
itaiy in man lias gained in practical 
interest only in tlie last few years. 
Lexer’s fundamental work on free trans¬ 
plantations (1919) says of the subject of 
lieterotransplantation, 'v\dtli which we are 
concerned in this paper, that “it can he 
excluded forever from all practical use 
because a rapid and complete degenera¬ 
tion always takes place.” In particular 
reference to the pituitary, it was stated 
(ILnauer) that transplantation is of no 
vital interest to the surgeon since all 
pre\aous attempts have failed. 

Autotransplantation, which is the only 
form with any chance to succeed, is nat¬ 
urally not to be considered in man. Ho¬ 
motransplantation, from man to man, is 
possible only in the rare instances in 
which the healthy organ of a fresh ca¬ 
daver (e.g., through an accident) is hn- 
raediately at hand. In fact, I found in 
the whole literature only one such case, 
reported by Hirsch and Demel.’ In their 
case the posterior pituitary obtained 
from a fatal accident was immediately 
transplanted and “took” without any 
disturbances. 

There still remains heterotransplanta¬ 
tion, which, as mentioned above, was 
previously altogether rejected as a con¬ 
sequence of experimental results. Prac¬ 
tical surgery of the endocrine glands 
has now overcome aU the difficulties con¬ 
nected with heterotransplantations, and 
has attained remarkable success, as wiU 
be reported below. 


From tho Surgical Department, Bikur Cholim Hospital. 


The fact that there is no species speci¬ 
ficity of hormones is favorable to hetero¬ 
transplantation. Animal gland products 
are capable of bringing about tj^pical 
hormonal changes in man. It can be 
proved, especially in the instance of tlie 
pituitary gland, that in certain cases of 
lypofunction of this organ, transplanta¬ 
tion of fresh calf hj’-pophj'sis compen¬ 
sates to a certain extent for the de¬ 
ficiency. 

This hormonal action is much more 
effective and of longer duration than the 
results obtained by injections of pitui¬ 
tary extracts. The effect sets in imme¬ 
diately and strildngL’-; it is not delayed 
for a few weeks, as is assumed by one 
author. This can be observed, for in¬ 
stance, in diabetes insipidus, Avhere the 
polydipsia and polyuria promptly de¬ 
crease from day to da 3 ^ The same is the 
case in Simmond’s cachexia, in which the 
patients react in the first fcAv clays after 
transplantation, showing gain in weight. 

DURATION OF CLINICAL EFFF.CT 

It is possible that in the course of some 
weeks or months the implanted pituitary 
is subject to resorption. All experiments 
on animals seem to confirm this \dew. In 
three months’ time the implanted organ 
is practically altogether resorbed. Not¬ 
withstanding this fact, the clinical effect 
persists, sometimes even for years. Va¬ 
rious explanations may be given for this 
fact. 

First, the transplantate may stimu¬ 
late in some way the lowered function 
of the hypophysis. Acting as a stimuhiSj 
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it may help in restoring normal condi¬ 
tions in the mechanism of the pituitai-y 
gland. This effect may last, even though 
on anatomical examination no more liv¬ 
ing cells are found in the transplantate. 

A similar stimulating effect may ex¬ 
tend to other endocrine glands having 
reciprocal relations ivith the hypophysis; 
thyroid, adrenal cortex and sex glands. 
This may be anotlier reason for an effect 
of long duration. 

At any rate, this effect is not subject 
to any fixed rules, since in some eases the 
effect may last for years, in others only 
for months or even weeks. In the last 
instance the harmless procedure may be 
repeated. 

lEOHinc or TnAxsrmuarATioii 

No undesirable by-effects were ob¬ 
served in my cases of pituitary trans¬ 
plantation. ^Vith the technic I employ, 
this operation can bo performed on every 
patient, even in a cacheotio state. 

In developing this technic I have en¬ 
deavored (1) to render the procedure 
as simple and harmless as possible and 
(2) to handle the transplantate as spar¬ 
ingly as possible, bringing it to its new 
site with the minimum loss of time. The 
removal of the pituitary is also simpli¬ 
fied as far as possible. 

Simplicity of Technic .—AH major and 
traumatizing operations must be a priori 
discarded, especially the frequently rec¬ 
ommended laparotomy with transplanta¬ 
tion in the omentum of mesenterium. 
It is hard to see any reason for the se¬ 
lection of such a complicated procedure. 
The literature on this subject gives only 
an incomplete picture of the dangers of 
this operation, which may sometimes end 
fatally. Personally, I know of at least 
three cases of pituitary transplantation 
into the abdomen involving most severe 
complications, two of which ended fa¬ 
tally (Conn, Sauerbrnch,'Kylin*). These 
cases should urge us to abandon com¬ 


pletely laparotomy as a mode of trans¬ 
plantation, this method having no ad¬ 
vantage and making the intervention 
unnecessarily complicated. 

Even the implantation in a muscular 
pocket or in the posterior sheath of the 
rectus muscle is too far-reaching. Al¬ 
though these methods are not very dan¬ 
gerous, they may nevertheless give rise 
to abscess formation in the abdominal 
wall. Furthermore, the operation is a 
deep one, necessitating several layers of 
sutures, which disable the patient for a 
longer period. 

The most favorable environment for 
the transplantation is, in my opinion, the 
subcutaneous fat tissue. It is extremely 
easy to reach and, owing to its rich vas¬ 
cularization, foiTus a suitable bed for the 
transplantate, which comes quickly in 
touch rvith its source of nourishment. 
The place of choice is the anterior thigh. 

Deep sutures are thus completely 
avoifieii. PersDnaWy, 1 ■never nee them, 
so as to eliminate all possible irritation. 
The transplantate disks (see below) are 
introduced into two pockets of the fat 
tissue, in which they hold. Only skin su¬ 
tures are employed. This minor interven¬ 
tion is perfonned under local anesthes),) 
and does small harm to the patient. 1 1 
some cases I have tried to prolong lue 
duration of the anesthesia by field block 
with basic novocain oil or by prolonged 
conduction block into the n. ciil.meus 
femoris lat. I had the impression that in 
these cases the healing took place with 
less irritation, but it is still too early to 
form a definite opinion. 

Treatment of Transplantate .—The re¬ 
moval of the transplantiitc was a most 
complicated procedure uith all prerio''® 
workers. In order to observe the 
lutcly necessary asepsis, the 
slaughtered calf’s head 
with all due asepsis, in the hosp‘^^^ ,.p. 
the slaughterhouse. ..tr ami 

stance, rvxites; ‘ 
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slrinned, tlie calf’s head is brought to 
the operating theater, Avhere tlie patient 
is already prepared. The calf’s head is 
isolated and oi^encd np hr assistants 
who have scrubbed np in readiness for 
operation.” Kylin'* gives a similar de¬ 
scription. A rather complicated and 
time-robbing method! 

In the course of time I have develojjed 
the following technic: The calf’s head is 
opened by hear}' ax blows and the brain 
is removed. I then apply iodine to the 
whole cranial base and remove the pitu¬ 
itary along with the bordering dura and 
chiasma ojiticmn with sterile seali^el and 
forceps. This procedure takes one min¬ 
ute. The specimen is put in a 2 per cent 
rivanol solution and immediatelj' trans¬ 
ported by ear to the hospital. 

In the hospital all is prepared for 
operation. The pituitary is put on a 
special table and is freed of its covering 
membranes vdth a special set of instru¬ 
ments. The chiasma opticum indicates 
the direction of the anterior lobe. The 
siDocimen is then cut with a sharp knife 
into four disks. These are transplanted 
into two pockets of the subcutaneous fat 
tissue, without any fixation sutures. 

Some 20 to 30 minutes are required 
from the moment of removal to the time 
of imbedding in the subcutaneous fat 
tissue. 

nEALixG rnocEss 

Healing never takes place by primary 
intention. Keports in the literahire on 
healing per primam must be regarded 
with doubt, since the healing process 
which takes place in the deep layers, 
especially in the abdomen, can hardly be 
followed Tip. On the other hand, this is 
possible in the subcutaneous tissue. 

Heteroplasty always causes a local an¬ 
aphylactic irritation, even imder ideal 
aseptic conditions. A sterile exudate is 
always found, usually of hemorrhagic 
diaracter. It is often accompanied by 


slight subfebrile temperatures. This ex¬ 
udate is no indication for opening the 
wound. On the contrarjq we refrain from 
interfering with the wound as long as 
possible. The exudate is gradually re¬ 
sorbed and the sutures are removed from 
the tenth to the sixteenth days, in sev¬ 
eral stages. 

It is only after a long time that I have 
arrived at this technic of removal. In the 
beginning, when I used to employ the 
complicated methods of preidous work¬ 
ers, I witnessed numerous purulent in¬ 
fections which necessitated a premature 
opening of the wound, thus interfering 
with the final results. I can also report a 
wound eiysipelas in this connection. 
During the last two years all mj’- cases 
healed smoothly, i.e., the wound neces¬ 
sitated no opening and the exudate was 
always resorbed. 

hEy ijersonal experience with pituitary 
transplantation goes back to June, 1937, 
thus covering a period of over three and 
one-half years. Most cases were sent to 
me by Professor II. Zondek, to whom 1 
am also indebted for the stimulation of 
starting this work. 

At the present I am able to report on 
IS patients in Avhom a total of 20 trans- 
lilantations have been performed. The 
following conditions were treated: 

Simmond’s pituitary cachexia. 2 

Diabetes insipidus. 1 

Depression with pituitary disturl)- 

ances. ^ 

Azoospermia.^ 

Eetinitis pigmentosa. 4 

Amenorrhea and sterility. 1 

Dj'strophia adiposogenilalis with 

alopecia . ^ 

Pituitarj’’ dwarfism. 2 

Uncertain endocrine disturbances with 
hypofunction of the pituitary.3 

Total. 
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CASE REPORTS 

Case 1 The first case of pttuitaiy cachexia was 
operated upou May 17, 1937 The patient •aas a 50 
year old woman who had lost weight alarmingly and 
was m a most miserable nutritional condition After 
tho operation she immediately began to gain weight 
This gam in weight increased progressn ely during 
several months TJufortunately, the patient died six 
months later, follomng an attempted suicide (not in 
connection with her ilUiess) 

Case 2 The second patient with pituitary cacliexia 
was an 18 year old girl For three 3 cars she bad com 
plained of discomfort and a sense of fullness m the 
gastric region, ivath no hunger sensation but much 
thirst Food intahe was accompanied witii no feeling 
of satisfaction Psychic changes also took place, pre 
viously gaj, she had lately tended to mental depres 
sion Loss in weight amounted to 7 kg daring a few 
j ' A ♦ t. wpicht of 37 kg, attempted treatment 

brought 

• by pro 

metabo 

uau; *ry small 

sella turcica. 

Tho patient was treated for tlirec weeks with forced 
diet, insulin, hydrochloric acid and anterior pituitary 
extract without any improvement physically or men 
tally On Noiember 17,1940, pituitary transplantation 
was performed Immediately a gradually increasing 
improvement set in Tho patient gained S kg m the 
first Sts weeks Iler appetite grew better, she felt 
Jess thirsty and her psychic condition iinpiovcd con 
siderablj Basal metabolism one week after operation 
was minus 10 The patient now looks fresh anl alive 
She menstruates every fourteen days pieviouslj every 
four weeks She remains under observation 
Case 3 Of great interest is the case of diaVetes 
vnstpidus, demonstrating most clearly the prompt and 
striking effect of pituitary transplantation 

A 'jOvearold woman had complained for many 
pol) uritt of 20 Jitcis a 
I crable loas m weight, 

inoying pruritus Ticat 
ment wiui i - irought no marked im 

prorement Posterior pituitary extract in injections 
and snuff powder gave onlj transitory improvement 
’ - VO 1038 pituitary iiuplantation vns 

1 


days Also lu*, ^ » 

course of three or four days On the tiiiu uiy a*^vr 
operation, the wound had to be reopened because of 
suppuration On this occasion a part of the trails 
plantate was washed out of tlic wound (wound taui 
ponadc) All previous symptoms reappeared immcdi 
ately increased thirst, strung polynna and pruritus 
After tho wound infection had subsided and the re 
mainder of tie trnnsplantatc “took,” a snflicicjitJy 
satisfiietorj end result was nchievc 1 pun in wtight 
of 9 10 kg, marked improvement of the psychic state 
and nlniost comiletc <li'!appeiranc(. <>( the pruritus 
Uriiio excretion, was reduced from iO to I htirs a div 
Thirst IS still liigli corre‘?pondi»g to tic nnDiint of 
urme '*’• « the whole ‘•atisfnctory condition has 
lasted ' V stcond 

operat impiove 

ment,' for non 

medical reasons 


Oase 4 Since psychic conditions seemed to be 
favorably influenced by pituitary implantation, it was 
attempted also in a case of long lasting periodic 
melancholy Although tins ease can be reported heie 
only bricky, it appears to me of special impoitaiicc, 
since the severe psychic condition was followed by 
an evident improvement wluch has now lasted for 
two years 

The 35 year old wife of a physician hid suffered 
for seven years from severe drpiessious, these took 
tho form of attacks persisting for five or six months 
Numerous symptoms indicating pituitary hypofunc 
tioa were observed The first pituitary implantation 
was peiformed on March IG, 1939, this was followed 
bv a second implantation on May 9, 1939, since in the 
fust opeiation a part of the traiisplantate suppurated 

The implantation was followed by a gam m weight 
of 1 kg m two weeks In the course of the following 
months tho patient gained considerably m weight and 
in general icit well On May 18, 1940^ her husband 
(a physician) wrote to us from Rumania that he was 
glad to Slate that lus wife had completely recovered 
For tho first lime in eight years disagreeible mental 
phenomena had disappeared According to further 
communications, tJus happy physical and psycluc con 
dition has lasted up to the present, two years after 
ojie ration 

On the other cases in tins senes I wish to report 
only briefly, since some of the results arc not clear, 
others arc negative and some cases cannot be judged 
because of the short penod of observation 

Cases 5 18 In tho patient with sicnlity and lony 
standing omcnorrheo, mcnstniation reappeared soieril 
times, to disappear again The sterility was net in 
fluenced 

In the three cases of asoospermta no results were 
obtained by a single implantation 

The case of dystrophia adtposogenxtahs showed no 
improveuient of the alopecia (tnce, axilla, mons 
{ ubis) 

Two clulJren (10 and 11 years old) with iifuitory 
dnarfism did not respond to a sinj,lc imphnlation 
with any growth m height 

Ihrcc cases of iincerlom hypopituitarism showed 
no marked impiovenient 

Non, a few words concernin » the four patients 
with retinitis pt^menfom riio indication for pituitary 
implantation was made by I’rofcssor 7oudek, on Uit 
assuDution that it was worth trying The assunip 
lion was based on the faet that dicnccphalon, pituit 11 \ 
gland and cyi. belong to the samo genetic unit, which 
includes the retina 

Hypophysis produce?, nniong other efTec(«, n pi„ 
mciitutropic hormone which hag an immeliate eflcit 
on the retina In the Ophthalmological Congress in 
Cairo (1937), it was emphasized that in disturbances 
ind degenerations of the hypophysis, tins honnon* 
suffers changes, leading to xetmitis pvgnioutosa Treat 
ment With pituitary estrncts 13 siid to have given 
good results in some cases 

On the basis of recent investigation,'? it may be 
n'jsumed that rctimtis pigmentO'?a (onsists of a trins 
I ' ”•» liukotytic elcmct t** 

to tJ e rctini 
by I oriiiofi iJ 
^ollowin^ a 

breakdown ot tlic ymim j ns loading to 

bbnornml pigment deposition 

The attempt to restore hormonal aeffvUr and ni r 
n ilize vascular permeability by pitnUary iinpianfntion 

w la thus justified It was hoped J , 
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the process or, as far as the changes are at all re¬ 
versible, even to improve the condition. 

Of the 4 cases 2 are too recent to allow of any 
judgment. The third patient is an imbecile girl nhose 
statements are unreliable. Only the remaining case, 
with due caution, is worthy of comment. 

This patient was a 2C-year-old noman, born to in¬ 
termarried parents. Another sister liken-ise suffers 
from retinitis pigmentosa. The retinitis in tliis patient 
was first observed at the age of S ycais, and grew 
worse. Visual poner diminished and the field of vision 
was restricted. 

On February 15, 1940, a calf’s pituitarj- was im¬ 
planted, which “took” well. On September 15, 1940, 
the attending ophthalmologist observed a gradual 
widening of the field of vision in all directions, which 
result had not been obtained previously by peroral 
and intravenous papaverin administration. The. patient 
herself noticed a marked improvement in her condi¬ 
tion; this lasted to the end of the year, nhen it again 
deteriorated. On January 10, 1941, a second implan¬ 
tation was performed, the result of which is yet to 
be observed. 

It is as yet difficult to state to what extent the 
transitory widening of the field of vision is due to 
the operation itself and to what extent to the com¬ 
bination of this with administration of vascular dilat¬ 
ing drugs (etiphyllin, papaverin, etc.). At any rate, 
it must bo pointed out that it had never before been 
possible to bring about a widening of the field of 
vision in this patient by means of vascular dilating 
drugs alone. 

SUiMM.UlY 

Tlie author’s technic of pituitarj’ im¬ 
plantation is greatly simplified, as re¬ 
gards both the obtaining of material 
from the calf and the implantation in 
man. Though slight local reactions al¬ 
ways occur, pituitaiy transplantation 
performed with this technic is harmless. 

The field of indication for this opera¬ 
tion is not yet well defined. In Simmond’s 
cachexia and in diabetes insipidus, how¬ 
ever, there is no doubt as to the effect. 
A case of long-standing mental depres¬ 
sion was beneficially affected by pitui¬ 
tary transplantation. Implantation was 
attempted in 4 cases of retinitis pigmen¬ 
tosa ; in one, transitory improvement of 
the field of %'ision took place. 
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SUMAEIO 

La tecniea de implantacion de injertos 
heteroplasticos de la glandula pituitaria 
desarrollada por el autor ha sido grande- 
mente simplificada, tanto en la manera 
de obtener el injerto de la ternera como 
su implantacion en el honibre. Con esta 
tecnica las reacciones que generahnente 
siempre se presentan son muy benignas 
y de tipo local. Las indicaciones de esta 
operaeion no ban sido aun todavia bien 
definidas. En la caquexia de Simmond y 
en la diabetes insipida los resnltados son 
satisfactorios. Un caso de depresion 
mental de larga duracion fue muy beno- 
ficiado eon este metodo. En cainbio en 
cuatro casos de retinitis pigmentosa quo 
fueron operados solo uno presento una 
mejoria temporal del campo de la vision. 

KESUME 

La technique de I’imijlanlation de la 
glande jiituitaire est simplifiee sout le 
rapport de I’obtention de la glande du 
veau et de son imiilantation chez I’hom- 
me. Inoique il y ait toujours une legere 
reaction locale 1’implantation de la 
glande avec la technique de 1’auteur est 
sans danger. Les indications de eette 
operation ne sont pas encore bien defin- 
ies. Dans la cachexie de Simmond et 
dans le diabete insipide, 1’operation 
donne d’heureux resultats. Un cas de 
depression mentale de longue duree mon- 
tra. Une grande amelioration apres 
1’implantation de la glande pituitaire, 
Dans quatre cas de retinite pigmentee, 
1’implantation fut effectivee; dans un 
des cas, une amelioration temporaire du 
champ visuel fut obtenue. 
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Bhbo^h 

Abtop onncHBaex TCXHiiKy irMn^rnn nunn 
MOSroBOro npHAaTKi, khk ero npenapoBivj 
yiMBT n ero nepeca^iy ^ejioncKy Oue- 
pa^^H couepmenno 6e3on'icn'i noi.namia 
fljia B0cnoit3onanirB )toi 1 onepmuii iio^a 
cme Ma:ro paapa^OTairntr Hex coffieniia. 


^TO naiy^afiTc;! s KaxeKcnii Cum- 

MOH;!(ca n a Ana'^ere nncirniiAjc Tpanc- 
n^iaHTanr xroarocoro iipuiaxKa OKaaaji \opo- 
mee bjiubiijic b ciy^ne /{Jinxeitnoft ytnecx- 
BCiino^t ;^unpecnii TpancmaTixai^nH dijjra 
c;^e.^aH^a d 'lejupex cjiy^iaax pexiiiinTnc 
nnrMenxoca, p oahom ciy^ie noi>’in;rocL 
BpeMeiinoe 5 Jijyitreniic b nojie apeim/i 
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Fig. 5. TIio LaBrccl: forceps, sliowing in A tho handles 
(23) rotated at an angle of 90“ to the plane of the blades 
(1 and 2); in £ the handles are locked in the same plane 
ns the blades. The lock-nut and the grooves in the shanks 
(1 and 2), in -tvWch the blade-lock slides to hold tho 
blades securely in any of the three positions shovm in 
tin's figure, arc also illustrated. 


kvliicli there is still room for improve¬ 
ment. 

With tliese criteria for perfecting the 
ideal forceps, and the faults or disadvan¬ 
tages of other forceps in use, I have de¬ 
signed a new instrument, tlie primary 
object of wliich is the reduction of fetal, 
maternal and neonatal mortality. The 
new forceps resemble, in general, De 
Lee’s modification of the Simpson for¬ 
ceps (Fig. 5), and are as easily applied, 
since the thinner blades Avill occupy less 
space in the birth canal. The possibilities 
of free rotation, flexion and extension of 
the head, as well as the insertion of an 
elastic mechanism for the purpose of 
overcoming the friction of the head, is 
the anticixiated achievement. 

The forceps may well be considered as 
new in both principle and design, be¬ 
cause, although their application is the 
same as the Simpson instrument, the 
swivel or ball joint, bilaterally, frees the 
head from any hindrance traceable to 
rotation, flexion or extension due to the 
pull of tho operator. The head can 
gradually and fully turn automaticalh' 
to conform with tho diameters of the 
lurtli p.minl. in snitr> nf the direction of 


notation of the head is due to the pres- 
siu’e of tlie soft portion of the pelvis, es¬ 
pecially posteriorly, which is Nature’s at¬ 
tempt to adjust the fetal head to the com¬ 
pensatory space in the pehds. It is pos¬ 
sible to prevent any hindrance to the free 
rotation, flexion or extension of the head 
by the use of the new forceps, which 
thus permit the replacement or assist¬ 
ance of the powers of natural labor by 
a forceps operation made to conform as 
closely as possible with norjnal condi¬ 
tions. 

A lock is provided in the shaiiks to 
hold the forceps blades in a fixed po.si- 
tion. This can be released by the oper¬ 
ator after application of the forcop.s, 
thus allowing automatic free movement 
of the blades and the head during rota¬ 
tion and delivery. 

The new blades are designed to fit the 
head. Consequently, all curves arc ce¬ 
phalic, so that the blades automatically 
adjust themselves to the pelvic curve 
when necessarj'. This contingency is pro¬ 
vided for by a joint near the center of 
each blade (Fig. 6), which assists the ad¬ 
justment during the rotating of the head 
from the occiput-posterior to the occi- 
nut-anterior uosition, or vice versa, for 
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nc-C. Side clc^atM.i, m .,unR tlie posifion tlic Wades niaj 
assume during rotation •*> tli' «luld’shcacl. 


'he aim of the forceps is to pi"\ "tc an 
•rmnent (1) permittinfc axi- li alion 
ihmed with universally joini d ac- 
1 , and capable of being applied .md 
nipiilated easier than othei I ■ n I'lJS 
ivin use; (2) rotating the In id 'mm 
I occiput-posterior or to tin ' i I'aif- 
ierior position, or vice versa, ,v di' 
plication, the blades of the ' 'iioi)-- 
tomatically changing to the p■|■•uod 
Ivio curve for delivery; (3) -’Hi i nng 
nal distribution of pressui'e H 
it the vaginal tract, so tliat epi 'doin' 
ay often be unnecessary; (4) fl nunal- 
g a stiff bond between the in 1 1 ol a 
aid and the physician’s hand, the con- 
metion being such that during 1 1 .iction 
le head can rotate, flex or ext' nd to a 
ivorable outlet, there being no n ^Irir- 
ions due to a tight grip of the operator s 
land on the forceps; (5) by rotating the 
dip through 90 degrees, tlie shanhs o 
■he forceps levers will bo loched togelber, 
preventing the woriring portions of the 
levers from opening so that the ph> sioan 
has a means witiiin easy control whereby 
Ihe forceps may he locked in position 
against spreading, and (6) poimitting 
adjustment through a screw in the han¬ 
dle to fit blades on the head. 
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The advantages of tin- toi" 
that it is more easily api . ^ 
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a minimum anti i • 
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canal '‘’y f ihe child and the 

bet'imen be -yt eliminated he- 

Tuiemlvic curvatures require. 
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